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ABSTRACT
This study evaluated the relationship of age to various
aspects of the chronic pain syndrome before and after
participation in a multidisciplinary 21-day inpatient treatment
program for chronic pain at the Veterans Affairs Medical Center
in Long Beach,
and veterans,

California.

Subjects were 135 male servicemen

ranging in age from 23 to 71 years.

Age was

significantly related to number of medical problems and duration
of pain, but not number of pain sites,
medications.

surgeries,

or

While age was negatively, but weakly associated

with cognitive aspects of depression on admission,

it was not

significantly related to either total score on the Beck
Depression Inventory, nor to the cognitive or somatic aspects of
depression on discharge.

Age was not significantly related to

self-efficacy beliefs about ability to manage pain, measured by
the Pain Confidence Inventory,

at either admission or discharge.

Analysis of the Multidimensional Pain Inventory

(MPI) pain

profiles revealed that older patients had more adaptive pain
coping beliefs and behaviors than younger patients at admission,
but not at discharge.

Analysis of the MPI scales revealed a

significant negative, but moderately low association between age
and pain interference,

life control,

admission, but not at discharge.

All patients decreased

significantly in level of depression,
distress,

and affective distress at

pain severity,

affective

and pain interference, and increased significantly in

activity level, perceived life control,
v

and self-efficacy

beliefs about pain at discharge.
questionnaire,

On a post-treatment

age was not related to self-ratings of success in

learning to manage pain, but was positively correlated with
ratings of helpfulness of the overall treatment program,
psychological,
Overall,

the

and the medical elements of the program.

these findings suggest that older chronic pain patients

are not more depressed,

do not have less self-confidence in

their ability to manage pain, are not more distressed or
disabled by pain,

and may actually be coping better with pain

than younger chronic pain patients,

and that older chronic pain

patients can benefit substantially from treatment in a
multidisciplinary inpatient program.

vi

INTRODUCTION
Pain is probably the most common complaint among older
adults,

especially those over age 60 (Crook, Rideout,

Browne,

1984).

&

It has been estimated that from 73 to 80% of all

older adults have some type of pain

(Thomas & Roy, 1988), with

anywhere from 25 to 50% of community—dwelling older adults
experiencing significant chronic pain
1984).

(Crook, Rideout,

& Browne,

These figures may even underestimate the actual

incidence and prevalence of pain in this population,

since many

older adults tend to minimize or deny their pain because they
are concerned about "bothering" anyone
Osterweil,

(Ferrell, Ferrell,

1990), or fear being institutionalized

&

(Theinhaus,

1989), or because they just accept their pain as an inevitable
consequence of aging for which there is no treatment
Ferrell, 1989) .

(Ferrell &

Chronic pain in older adults is associated with

a variety of diseases that increase in frequency and severity
with age.

These include cancer, degenerative joint disease,

rheumatoid arthritis, and vascular disorders, with the
musculoskeletal disorders being the predominant non-malignant
etiology

(Ferrell, 1991).

It is expected that the incidence and

prevalence of pain will increase greatly over the next few
decades as the number of adults attaining advanced years
increases.
The consequences of pain are particularly debilitating for
older adults, mainly because they often lack adequate
financial or social resources to cope with the numerous physical

or psychological sequelae associated with chronic pain
conditions,

such as worsening of other medical conditions,

decreased mobility,
1991).

and depression

(Ferrell,

Failure to successfully manage chronic pain may,

therefore,
life

social withdrawal,

result in a significant decrease in their quality of

(Haley & Dolce,

1986), and may place increasing

psychosocial or financial burdens on their spouses,
other caregivers.

children,

or

Inadequate management of chronic pain may

also lead to their more frequent use of medical resources,
including long-term health care facilities such as convalescent
hospitals or nursing homes, thereby increasing the cost of
medical care for all segments of the population.
Despite the prevalence and significant negative
impact of pain on the lives of older adults, however,
surprisingly little has been written about the management of
their chronic pain.

A review of geriatric medicine textbooks,

major works on pain management,

and numerous journal articles

from various disciplines published during the last ten years
revealed a paucity of material on this subject.

Similarly,

there are very few empirical studies that have described the
unique characteristics of the population of older chronic pain
patients,

or that have attempted to determine the relative

efficacies of different treatment modalities for them.

It is

difficult to explain these lacunae given the abundance of
literature on pain management in general.

Several issues in

treating chronic pain in older adults may explain why health

care providers and researchers appear to have avoided addressing
the problem.
Issues in Treating Older Chronic Pain Patients
Because older adults have more physical problems than do
younger adults, physicians may be more likely to assume a
physical "cause" for older patients' pain, while diminishing or
ignoring the importance of psychological factors in chronic
pain.

The treatment of chronic pain in older adults has,

therefore, been predominantly medical.

However, medical

management of pain conditions is often much more complicated in
older adults than in younger adults because of the greater
number of medical problems associated with advanced a g e .

In

older adults, medical ailments unrelated to the chronic pain
condition may be given higher treatment priority than pain
conditions because they are seen as immediately and potentially
more serious.
An additional complication is that older adults use a
large number of prescription and over-the-counter medications
(Theinhaus,

1989).

Pharmacological management of pain may often

be contraindicated because of the possibility of hazardous
interactions with other medications.

Older adults are also more

sensitive to the effects of narcotic analgesics often used in
pain management

(Theinhaus,

toxic side effects,
Kwentus,

& Price,

quicker tolerance.

1989), and may more readily develop

such as delirium or pseudodementia

1984; Portenoy & Farkash,

1988),

(Harkins,

or

They are also susceptible to developing

significant medical complications,
retention,

or gastric ulcers

narcotic analgesics,
drugs

such as constipation, urinary

(Theinhaus,

1989),

even from non

such as non-steroidal anti-inflammatory

(e.g., Naproxen).
Unfavorable stereotypes that physicians have about older

adults may also influence the treatment and study of chronic
pain in older adults.

For example, physicians may consider it

part of the normal aging process for an older adult to
experience pain on a continuous basis,
the problem is not worth treating
In addition,

and thus they may believe

(Portenoy & Farkash,

1988).

health care providers who believe that all older

adults have some degree of age-associated cognitive impairment,
such as difficulty learning new information, may think that non
medical pain management therapies would be ineffective.

For

example, they may consider treatments such as cognitivebehavioral therapy, which requires flexibility in thinking,
mental imagery and biofeedback,

or

which require the acquisition of

new skills, beyond their capabilities

(Settin,

1982).

Finally,

health care providers tend to perceive older adults as
indifferent or even hostile to psychological interventions
(Portenoy & Farkash,

1988).

These beliefs may be maintained

despite evidence that older adults may respond well to
psychological interventions for a variety of problems related to
other medical conditions
1990).

(Sorkin,

Rudy, Hanlon, Turk,

& Steig,

The dearth of literature on treating chronic pain in older
adults with medical methods may thus reflect the complexity in
treating chronic pain in older adults,

lack of treatment success

with medical means, or negative stereotypes about older adults.
However, the impact of chronic pain conditions on the lives of
older adults and the lack of treatment outcome studies justifies
additional research on chronic pain management in older a d u lts.
It is not clear whether and how older adults differ in their
experience of pain,
non-medical

or whether and how they can benefit from

(e.g., psychological)

as have younger adults.

interventions for chronic pain

If it could be demonstrated empirically

that older adults respond to non-medical methods for treating
chronic pain just as well as younger adults, then many more
treatment options would be available to them.

The negative side

effects of medical interventions could be minimized or avoided
altogether,

and the quality of life for older chronic pain

patients may be significantly enhanced.
A brief review of models and treatments for pain will now
be presented.

This will be followed by a critical review of the

characterization and treatment outcome literature related to
chronic pain in older a d u l t s .

A description of the rationale

for the present study and the specific hypotheses to be tested
will then follow.
Models of Pain and Treatments for Chronic Pain
Sensory-based models of p a i n .

The first "scientific”

model of pain originated with Descartes, who,

in the early 17th

century,
(Melzack,

described pain as an exclusively sensory experience
1973).

This,

and other "sensory specificity" models

persisted until the mid-20th century when Melzack and Wall
(1965) proposed the Gate Control Theory of pain.

According to

this model, pain is a complex experience comprised of an initial
sensory stimulation,

the perception and interpretation of which

is then significantly modified by cognitive and affective
components,

such as memories,

expectations,

and emotions.

Thus,

in this model, pain involves the interaction of peripheral and
central nervous system mechanisms.

More specifically, the model

proposes that neural mechanisms in the dorsal horns of the
spinal cord function like a "gate" that can alter the
transmission of sensory nerve impulses ascending via two main
types of fibers through the lateral spinothalamic tracts to the
cerebral cortex.

These ascending pathways carry the sensory-

discriminative information about the pain.

In addition, a

centrally-mediated pain inhibitory mechanism is present in the
neural pathway that receives projections from the limbic system
and reticular activating system,
midbrain and spinal cord.

and then descends through the

This pathway carries information

about the psychological components of the pain experience,

the

motivational-affective and cognitive— evaluative information that
can also modulate the action of the gate,

and influence the

perception of pain and ultimately pain behavior.
Recent research has also identified specific neurochemical
mediators of activity in the ascending and descending pain

pathways,

for example, Substance P and serotonin,

respectively.

Other substances that modulate activity in the brain,

spinal

cord, nerves, and ganglia include the various endogenous opioid
peptides, or "endorphins."

These substances also appear to be

involved in mediating the perception of pain

(Melzack,

1986).

Thus, current neuroanatomic and neurochemical evidence seems to
support the Gate Control Theory of pain

(Melzack, 1973).

Non—invasive treatments for chronic pain such as
transcutaneous nerve stimulation

(TENS), acupuncture, or

administration of opioid analgesics or tricyclic
antidepressants,

as well as more invasive treatments such as the

surgical or chemical destruction of specific nervous system
structures

(e.g., fiber tracts or ganglia), affect the

transmission of basic pain-related information and modify the
experience of pain mainly at the sensory level.

These physical

treatments reflect the predominant belief within the medical
community that pain is essentially a sensory, physical
experience.

Sensory models, however, are not entirely adequate

for explaining how chronic pain develops and can be maintained
for many years, despite

equivocal findings of significant

physical pathology.
Operant Conditioning Mo d e l .

In contrast to the Gate

Control Theory of pain, the Operant Conditioning Model described
by Fordyce

(197 6) proposes that noxious sensory stimulation is

not an essential component of pain.

Pain is conceptualized in

terms of observable pain behaviors, without reference to the

subjective experience of pain.

The expression of these pain

behaviors increases or persists depending upon the reinforcement
contingencies in the environment,
sensory stimulation.
verbal complaints,

and not as the result of

Examples of common pain behaviors are

non-verbal sounds associated with suffering

(e.g., moa n i n g or sighing),

body movements or gestures typically

associated with physical distress

(e.g.,

or diminished physical activity.

Thus,

limping or grimacing),
through a process of

selective positive and negative reinforcement by environmental
events,

the physiological responses

conditioning)

(i.e.,

respondent

and behavioral responses characteristically

associated with a chronic pain syndrome develop

(Fordyce,

1986).

Treatments ba s e d on the Operant Conditioning Model use
operant techniques,

such as the removal of positive and negative

reinforcement to decrease the type and frequency of pain
behaviors,

and the use of positive reinforcement to increase

more normal behaviors.

For example, positive reinforcement,

such as verbal praise or tangible rewards, may be use d to
increase activity level or exercise tolerance in chronic pain
patients

(Linton, Melin,

McQuade,

& Cardenas,

& Stjernlof,

1990).

1985; Turner,

Clancy,

While operant techniques are useful

in addressing specific problem behaviors associated with chronic
pain,

pain behaviors represent only one aspect of the chronic

pain experience.

The Operant Conditioning Model is therefore

conceptually limited,

and treatments based on it m a y be

similarly limited in overall effectiveness.

Cognitive-Behavioral M o d e l .
model of pain,
Meichenbaum,

developed by Turk and colleagues

& Genest,

multidimensional,
7 62).

The Cognitive-Behavioral

1983),

(Turk,

describes pain as a "complex,

perceptual phenomenon"

(Turk & Rudy,

1986, p.

It is the patient's perceptions and interpretations of

pain-related sensory events that determines the pain response.
Adaptive and maladaptive ways of interpreting sensory and other
pain— related experiences develop through the selective
reinforcement of various thoughts,

feelings,

and actions by

environmental consequences.
Treatments based on this model emphasize changing the
chronic pain patient's interpretation of painful stimuli through
a variety of cognitive-behavioral techniques.

For example,

cognitive restructuring involves teaching the patient to
identify erroneous beliefs that may increase the subjective
experience of pain,

and to replace them with more rational

beliefs that will decrease the pain
Genest,

1982).

(Turk, Meichenbaum,

&

The Cognitive-Behavioral Model's focus on

changing the experience of pain at primarily the central level,
and not at other levels

(e.g.,

sensory), however, may make

treatments based on this model somewhat limited in their overall
effectiveness.
Biopsvchosocial m o d e l .

The biopsychosocial model of pain

represents an attempt to integrate aspects of the sensory,
operant,

and cognitive-behavioral models.

by Hanson and Gerber

The model described

(1990) reflects a belief that the pain

10
experience is complex and cannot be sufficiently explained by a
single theory or treated through a single modality.
to this model,

pain results from the reciprocally-influencing,

dynamic interaction of not only physical/sensory,
cognitive,
as well.

affective,

and behavioral components but environmental factors
Physical environmental factors,

resources or weather conditions,
factors,

According

such as material

and social environmental

such as social and occupational activities,

interpersonal relationships,
care system,
cognitive,

or interactions with the health

interact with the physical/sensory,

affective,

and behavioral components of pain to determine the

pain experience.

The biopsychosocial model described by Hanson

a nd Gerber

is most similar to the cognitive—behavioral

(1990)

model in that it emphasizes the role that the pain patient's
interpretations of environmental events plays in the experience
of pain and the ultimate development of a chronic pain
condition.
Unlike treatments based solely on the medical/sensory,
operant,

or cognitive-behavioral models that address a limited

number or only single components of the pain experience,
treatments ba s e d on biopsychosocial models are necessarily
multidisciplinary and multimodal.

Also,

in contrast to the

medical approach to managing chronic pain,
ba s e d treatments emphasize patients'
their pain,

biopsychosocially-

responsibility for managing

instead of relying on health professionals to remove

or reduce p a i n .

Typical multidisciplinary treatment programs

include physical therapy,

kinesiotherapy, occupational therapy,

vocational rehabilitation, medication management,
services,

and psychological treatment.

social

In the psychological

portion of the multidisciplinary treatment package,

a variety of

specific pain self-management or self-control techniques,
as attention diversion,

relaxation training,

reinterpretation of noxious stimuli,

such

and cognitive

are taught to the patient.

Given the multifactorial nature of pain,

it would seem that

treatments based on the biopsychosocial model would be more
effective than treatments based on the other models described
above.
Acute versus Chronic Pain
The distinction between acute and chronic pain had very
important implications for treatment.

Acute pain is

convention as a temporally-limited condition,

defined by

usually lasting

less than six months.

It is easily related to an observable

cause,

and is a symptom or warning signal

such as injury,

indicating the presence of damage or disease.
appears to involve predominantly peripheral,

Acute pain
neural mechanisms.

The activity of these mechanisms mediates the sensation and
perception of pain,

and influences the type of pain behaviors

that are typically exhibited during the acute phase
reflexive,

adaptive,

self-protective behaviors,

(e.g.,

Fordyce,

1986).

Autonomic arousal and anxiety are usually associated with acute
pain.

Acute pain conditions are managed mainly with

medications,

surgery,

or other methods to either treat the

12
underlying pathology or to block the transmission of the pain
sensory signal.
treatment,

It is assumed that with appropriate medical

and as part of the natural healing process,

will eventually go away.
pain resolves,

the pain

It is also assumed that as the acute

the associated pain behaviors will appear less

frequently.
Chronic pain refers to continuous pain that persists
longer than six months, well beyond the normally expected time
for healing or for adequate response to treatment to have
occurred.

It also persists despite the lack of physical

evidence of damage or disease commensurate with the patient's
reported pain experience.
aspects of pain appear,

Peripheral mechanisms and the sensory

therefore,

to be less important in

chronic pain than central mechanisms.
syndrome,

In the chronic pain

central mechanisms appear to dominate, mediating

through the interaction of affective and cognitive components
with sensory components,

the more complex kinds of pain

behaviors and psychological distress seen in chronic pain
patients

(e.g., manipulating others' behavior with their

complaints of disability,

and d e p r e s s i o n ) .

Other pain behaviors

normally associated with the acute phase m a y persist into the
chronic phase,

despite the apparent lack of sufficient physical

cause for their expression and lack of adaptive significance.
Mel z a c k and Wall
among the sensory,

(1983) point out that the correspondence

perceptual,

cognitive,

affective and

behavioral components of the pain experience differs

tremendously between individuals.
experience,

its presence,

Because pain is a subjective

quality, or significance can only be

inferred from the patient's self-report or through behavioral
observations,
measurements
example,

and not determined directly from physical
(e.g., nerve conduction studies or x —r a y s ) .

For

although some patients may describe their pain as

moderate to severe, this may not affect their activity level in
correspondence to their reported pain intensity.

Other patients

may report only mild pain yet appear significantly physically
disabled.

Some patients may have extensive disease revealed on

objective physical examination but appear physically active and
not emotionally distressed, while others may have little
objective disease but appear unable to perform even simple
activities without a great deal of discomfort.

The disparity

between these components is particularly marked in, and is an
essential feature of chronic pain conditions.
Unfortunately, medical practitioners tend to ignore the
multifactorial nature of pain and treat chronic pain with
methods better suited for acute pain.

That is, they assume that

because there is continuing "pain," there must be an underlying
physical cause that has remained unrecognized or inadequately
treated.

Thus, they search for its cause with numerous

diagnostic procedures, or try to relieve the pain through
multiple surgical or pharmacological interventions,

even though

there may be no substantial objective evidence of a physical
cause for the pain.

Most of these treatments bring only short

14
lived or little to no relief from pain,

or may even worsen the

pain problem in the long run, and almost always result in
perpetuation of chronic pain.

REVIEW OF THE LITERATURE
Characterization and Treatment Outcome Studies
Despite the fact that medically-based, interventions appear
to be the dominant form of treatment for chronic pain in older
adults,

all studies in the treatment outcome literature describe

either predominantly psychological treatment programs or
multidisciplinary treatment programs that include psychological
treatment components.
unfortunately,

The number of studies is few, and,

there are no studies that have compared the

relative successes of medical treatment alone, psychological
treatment alone, and multidisciplinary treatment programs in
managing chronic pain in older adults.
Characterization s t u d i e s .

An early empirical

investigation of the differences between older and younger
chronic pain patients was carried out by France, Urban,
Pelton

(1986).

(<60 years old)
clinic.

Subjects were older

( 60 years old)

and

and younger

individuals referred for evaluation at a pain

There were no significant differences between the age

groups on education level,

involvement in litigation,

number of

surgeries for pain, medication use, pain intensity or duration,
level of depression or psychological distress,
status.

or in mental

The older subject group had more women and a greater

variety of pain problems compared to the younger g r o u p .

The

similarity of older to younger chronic pain patients along most
dimensions measured suggests that there would be few differences
between the two age groups in response to treatment.
15

16
Unfortunately, post-treatment differences were not evaluated in
this study.
Another, more recent study that examined the differences
between older

( 65 years old) and younger

( 35 years old)

chronic pain patients was reported by Sorkin, Rudy, Hanlon,
Turk, and Steig

(1990) .

Subjects were individuals referred to a

multidisciplinary outpatient treatment program consisting of 68 weekly sessions of individual therapy including physical
therapy,

instruction in medication management,

and training in

cognitive-behavioral pain management techniques described by
Turk, Meichenbaum, and Genest

(1983) .

There were no pre

treatment differences between the two age groups in rates of
being offered, accepting, or completing treatment.

There were

also no differences between younger and older patients in terms
of medication use, depression, emotionality and worry, or on any
of the Multidimensional Pain Inventory scales
severity or interference from p a i n ) .
patients, however,

(e.g., pain

Compared to younger

older patients enumerated significantly fewer

cognitive compared to physical coping strategies, and had a
significantly greater number of abnormal physical findings.
The authors conclude that negative stereotypes that
characterize older patients as unwilling or cognitively unable
to participate in multidisciplinary treatment programs,
especially those that emphasize psychological or cognitivebehavioral approaches, do not appear to be true. Unfortunately,
this study examined only the pre-treatment characteristics of

older and younger chronic pain patients.
initial similarities,

Despite the numerous

it is possible that older and younger

chronic pain patients may respond differently to the same
treatment.

For example, the fact that older adults listed fewer

cognitive coping strategies suggests that cognitive-based
interventions,

such as cognitive restructuring, may not work as

well for older adults as other treatment a p p r o a c h e s .

In

addition, because older adults had more physical problems,
methods for coping with them could become a significant focus of
the treatment sessions for older adults.

Such issues,

however,

may be less relevant for younger adults.

The effect of number

of physical problems on treatment outcome could be examined in
future studies.

Also,

it is unknown if there are age-related

differences in response to group versus individual therapy since
all patients in this study received only individual therapy.
Finally, possible age— and gender-related differences in selfefficacy and health-related beliefs
Prohaska,
Wallaston,

Leventhal, Leventhal,
1987),

(Hale & Cochran,

& Keller,

1986;

1985; Woodward &

could affect response to treatment,

particularly treatment programs that emphasize self-management
t ec h n i q u e s .
Treatment outcome s t u d i e s .

Early studies that evaluated

the effectiveness of different types of treatments for chronic
pain in older adults suggest that behavioral

(e.g., positive

social reinforcement to increase time spent exercising, Miller &
LeLieuvre,

1982)

and cognitive—behavioral interventions

(e.g.,
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using deep muscle relaxation, pain controlling self-statements,
and pleasant visual imagery, Dietrich,

Hekmat, Schwieger, Dlesk,

6 Hansotia, 1986) can result in a significant reduction in pain
intensity and interference from pain in daily activities.
However, because these studies involved a very small number of
patients and no control or comparison

(e.g., younger) groups,

their results are of uncertain validity or generalization.

More

recent and better-designed studies have provided additional
evidence of the efficacy of non-medical interventions with older
chronic pain patients.
A treatment outcome study by Puder

(1988) examined the

effectiveness of a type of cognitive-behavioral therapy, Stress
Inoculation Training
and Genest

(SIT) as described by Turk, Meichenbaum,

(1983), in a mixed-age sample of both genders.

Subjects were randomly assigned to immediate or delayed
participation in an outpatient group therapy program.

SIT

consisted of teaching patients to reconceptualize pain as a
phenomenon amenable to self-control, of training in several pain
self—management techniques,

such as progressive muscle

relaxation and cognitive restructuring, and the development of
effective problem-solving skills.
severity,

Self-report ratings of pain

interference from pain with daily activities,

coping

with pain, medication use, and non—medication treatment use
(e.g., massage or heat) were recorded in a Daily Pain Diary for
7 days prior to treatment, during the 10-week treatment program,
and for 7 days at one month and six months after treatment.
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For both immediate and delayed treatment groups,

there was

a significant decrease in the amount of interference from pain
and the use of seme medications and physical treatments,
increased ability to cope with pain.
perceived pain intensity.

and an

Treatment had no effect on

Improvements were maintained at one

and six months after treatment.

Of special importance is the

finding that age was not significantly related to treatment
outcome.

However,

only 22 of the 69 subjects in this study were

over 60 years old.

A larger number of older subjects might have

provided greater power to detect differences between older and
younger subjects.

Finally,

examined in this study.

only one type of therapy was

It remains unclear whether older adults

would respond less well to other types of treatment for chronic
pain.
The long-term effects of pain management training in a
sample of older adults

(aged 65— 78 years) with chronic knee pain

was evaluated by Fry and Wong
Ways of Coping checklist

(1991).

Subjects were given the

(WOC), and then matched to a particular

type of treatment based on their preferred coping style,
from their WOC scores
focused"),

(e.g.,

derived

"problem-focused" or "emotion-

or were assigned to a control group who received a

"mixed— fo c u s " intervention.

Problem— focused treatment consisted

of helping patients to develop realistic expectations about the
intensity of their pain,
physiotherapy techniques,

instructions in muscle relaxation and
using rational self-statements to more
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adaptively interpret pain sensations, and problem-solving
activities for pain control.

Emotion-focused treatment

consisted of encouraging patients to express feelings of hope
and faith, to seek sympathy and support from others, and to
share their experiences with others who had experienced pain
conditions.

The mixed-focus treatment used a random selection

of emotion- or problem-focused pain management techniques.
Subjects practiced their assigned techniques daily for three
weeks.

Pain severity,

state anxiety, life satisfaction, and

acceptance of and adjustment to pain were assessed before
treatment, and at 16 and 24 weeks post-treatment.
All three types of pain management training resulted in
significantly decreased pain severity and state anxiety, and
increased acceptance/adjustment and satisfaction from pre
treatment to follow-up at 16 and 24 weeks after initiation of
treatment.

Post-hoc analyses further revealed that subjects who

had received the interventions matched to their coping styles
reported less pain and anxiety than the control group in the
long-term (i.e.,

from 16 to 24 weeks), but that only the

problem-focused intervention subjects maintained long-term
improvements in satisfaction and acceptance/adjustment.
This study suggests that taking into account individual
differences in coping styles may be important when treating
chronic pain patients.

However, because the types of

interventions used in this study were limited (i.e., two types
of coping styles), it is difficult to generalize the findings to
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other treatments, particularly multidisciplinary treatment
programs where a variety of interventions is used.

The authors

also did not include treatment-coping style "mismatch" groups in
their design —

for example, a group where individuals with an

emotion-focused coping style were given a problem-focused
treatment —

which would have more fully evaluated the effect of

matching treatments and coping styles.

Similarly, because only

one type of pain was examined in this study,

generalization of

these findings to other types of pain problems must remain
tentative.
group,

Finally, because there was no younger comparison

it is unclear whether a problem-focused approach is the

most effective approach over the long-term for chronic pain
patients of all a g e s .
A more comprehensive treatment outcome study that examined
the responses of geriatric and younger patients to
multidisciplinary inpatient and outpatient programs was
performed by Middaugh,
(1987).

Levin, Kee, Barchiesi,

and Roberts

After initial evaluation by a multidisciplinary

treatment team,

subjects were assigned to either outpatient or

inpatient treatment programs, based on several factors such as
distance of subject's home from the hospital and financial
resources.

Inpatient treatment was for three to four weeks,

while outpatient treatment was for four hours two mornings a
week for eight w e e k s .
identical,

Components in both treatments were

and consisted of physical therapy,

occupational

therapy, biofeedback/relaxation training, psychology sessions.
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and medical management.

The psychology sessions addressed

appropriate pacing of activities,
stress management techniques,

cognitive coping techniques,

and communication skills.

Seven

measures that reflected the goals of the treatment program
(i.e.,

reduced pain, psychological distress, pain medication

use, use of health care resources,
increased adaptive functioning)

and physical disability,

and

were administered before

treatment and 12 months pos t —t r e a t m e n t .

Criteria levels for

success were established for each measure,

and a summary measure

that reflected overall clinical status was calculated from the
total number of measures on which the patient successfully met
criteria.
Evaluation of demographic characteristics revealed that
older and younger patients did not differ in duration of pain,
number of surgeries,

primary area of pain,

receipt of financial compensation.

cause of pain,

or

There was a larger

proportion of women to men in the older group, and a greater
proportion of subjects in the younger group were treated as
outpatients,

compared to almost equal numbers of outpatients and

inpatients in the older group.

There were also no significant

pre-treatment differences between the age groups on the outcome
measures.

However,

despite the non-significant MANOVA,

univariate analyses were performed which revealed a significant
difference in use of health care resources,

with older adults

averaging nearly four times as many visit to physicians,
emergency rooms,

and hospitals as younger adults.

Comparison of
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pre- and post-treatment scores on the outcome measures revealed
no significant main effect for age group but a significant main
effect for time of evaluation

(e.g., pre— or post-treatment),

with all subjects decreasing their maximum pain ratings, health
care resources use, and medication use, and increasing their
activity level, time spent "up'1 (i.e., not reclining),
overall clinical status.

and

Interestingly, there was no change in

level of psychological distress.

A significant interaction

between age group and pre-post scores on the health care
resources use outcome measure revealed that older adults
decreased their use by 92.9% while younger adults decreased
their use by 7.5%.
There were also no pre- to post-treatment differences
between the age groups on the measure of clinical status, with
both groups exhibiting significant overall improvement.
analyses revealed that before treatment,

82% of the older

patients were classified as markedly impaired
criteria for success on <3 measures)
of the younger patients.

(i.e., met

compared to 65%

After treatment,

fewer

patients were classified as treatment failures
<3 measures) than younger patients

Further

(24%) older

(i.e., success on

(30%), although this

difference was not statistically different.

Finally, an

additional analysis comparing pre-post scores by gender
data from the age groups pooled together)

(with

revealed that women

reported significantly higher pain ratings and greater health
care resource use than men.

However, there was no pre-post by
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gender interaction on any of the outcome measures,

which

suggests that women and men did not respond differentially to
treatment.
The authors concluded that older adults may benefit from
multidisciplinary chronic pain management programs just as much,
if not more,

than younger adults.

The only significant

difference between the groups was related to health care
resource use, but this was a statistically weak finding.

It is

unclear from the description of the study whether this measure
included visits for medical problems unrelated to pain
conditions.

Since it is well-known that older individuals and

women use health care services for a variety of problems more
frequently than younger individuals and men,

the finding in this

study that older pain patients, particularly women,

have a

higher rate of visits to health care facilities m a y reflect this
general trend,

rather than being specifically pain-related.

The

finding that there were no pre- to post-treatment changes in the
psychological functioning measures,
Depression,

the SCL— 90R Somatization,

and Anxiety scales scores,

is surprising,

since

other studies have demonstrated a decrease in depression and
anxiety in chronic pain patients following treatment.

Perhaps

other, more specific measures of psychological functioning,

such

as the Beck Depression Inventory or the State-Trait Anxiety
Inventory would be more sensitive than the SCL-90R scales to
changes in m ood over time.

The finding that there were so few

differences on the outcome measures between the age groups may
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also be an artifact of the way the groups were divided by age.
Although the mean age of each group was significantly different,
the standard deviations for each age group,
subjects per age were not reported.

and the number of

Also, the cutoff points of

age 55 or older for the older group and age 4 8 and younger for
the younger group are quite close and appear to have been chosen
arbitrarily.

It is possible that differences between the age

groups could have been found if the groups were more homogeneous
in terms of age

(i.e.,

small standard deviations)

divided at different cutpoints

or had been

(e.g., age 60 or o l d e r ) .

Finally, the authors did not perform any analyses to determine
if there were significant differences between the two age groups
in response to inpatient versus outpatient treatment p r o g r a m s .
Such an analysis would have been important in determining
whether older adults respond better to inpatient or outpatient
treatments,

and whether there are differences between inpatients

and outpatients in maintaining treatment gains over the long
term.
Most recently,

Corran,

Helme,

and Gibson

(1991) examined

the psychometric soundness of several different instruments used
in the assessment of various aspects of chronic pain.

Subjects

were elderly adults participating in a geriatric outpatient pain
clinic program.

They had a mean age of 71.16 years,

and their

pain conditions were associated with a variety of etiologies.
Treatment consisted of an individualized program of analgesic
pharmacotherapy,

physiotherapy

(e.g., ultrasound or heat
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treatments), and psychological interventions,
training or counseling.

such as relaxation

Length of treatment varied from one to

six months, and was terminated when the treatment team decided
that the individual would make no further gains.
battery included measures of depression,
and pain intensity generally,

The assessment

anxiety, and hostility,

"right now," "overall today,"

"relief since last visit to the clinic," as well as "mood right
now."

All of these measures, with the exception of the

depression,

anxiety, and hostility measures which were used

solely for construct validation purposes, were completed at the
beginning and at the end of treatment, with the pain ratings
being completed at each visit to the clinic.

Ratings of level

of participation in common, daily activities were also made
regularly throughout the course of treatment by a nu r s e .
Analyses of the treatment outcome measures revealed that
patients improved significantly in ratings of mood right now,
pain relief, present pain intensity, and activity level, but not
in ratings of pain now or pain today.

Interestingly, none of

the mood measures were significantly correlated with any aspects
of pain assessed in this study.

The authors suggest that

elderly individuals may be more "stoic" in their responses to
pain and thus less willing to admit that pain is considerably
affecting their mood.

It may also be that other medical

problems unrelated to the chronic pain condition may have
affected mood ratings more than pain, although patients with
significant medical problems were supposedly excluded from
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participation in the treatment program.
was no younger comparison group,

Finally, because there

it is difficult to determine if

the obtained treatment effects are particular to geriatric pain
patients.
Summary of Findings and Criticisms
The main findings from the above review are summarized as
follows:
1.

In terms of p r e —treatment differences,

younger and

older chronic pain patients do not differ significantly on
numerous demographic characteristics or p r e —treatment variables,
including primary pain site, pain intensity,

duration of pain,

or interference from pain; activity level; level of disability
or overall functional status; use of medication and non
medication treatments;
treatments;

assignment to inpatient or outpatient

or emotional distress.

As a group, older adult pain

patients have a greater variety of pain problems,

a larger

number of co—existing medical problems, more physical
abnormalities,

and there are more women than men compared to

younger pain p a t i e n t s .

There is also some evidence to suggest

that older pain patients, particularly women, use health care
resources more frequently than younger pain patients,

and that

they may spontaneously use fewer cognitive self-management
techniques.
2.

In terms of treatment effects,

results are somewhat

mixed, probably because of methodological differences in the
studies.

Generally,

older chronic pain patients seem to benefit
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from a variety of treatment approaches by evidencing significant
increases in life satisfaction,
pain,

and activity level.

acceptance of, or adjustment to

These gains have been maintained for

up to six to 12 months post-treatment.
benefit just as much,

They also appear to

if not more than younger pain patients,

from both specific and multidisciplinary,
outpatient treatments.

Significant decreases in use of pain

medication and n o n —medication treatments,
resources,

inpatient and

interference from pain,

increases in adaptive functioning,

use of health care

and physical disability,

with

ability to cope, and overall

functional status have been observed immediately post-treatment,
and have been maintained for up to six to 12 months p o s t 
treatment equally for both age g r o u p s .

Improvements in pain

severity and level of psychological distress, however,

have not

been demonstrated consistently across studies.
There are several methodological problems that qualify the
treatment outcomes reported above:
1.

The number of treatment outcome studies is severely

restricted

(i.e., only four),

age groups

(e.g., either younger and old, or only old),

treatments

(e.g.,

outpatient,

and there are differences in the

specific or multidisciplinary,

individual or group),

inpatient or

types of pain p r o b l e m

(e.g.,

all etiologies or a single etio l o g y ) , and outcome measures used
in each study.
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2.

The effect of pre-treatment differences between older

and younger patients,

such as number of physical abnormalities

or medical problems or presence of variety of pain problems, on
treatment outcome has not been adequately addressed.
3.

All studies mix both genders, despite evidence that

there may be gender-related differences on some variables, such
as self-efficacy beliefs or health care resource use, that may
affect response to treatment.
4.

Although all studies indicate significant improvement,

the criteria for measuring treatment success are specified in
only one study

(Middaugh, et a l ., 1988) .

Hypotheses for the Proposed Study
The present study was designed to fill some of the gaps in
the treatment outcome literature, and will take into account
some of the methodological problems noted in prior studies.
This study, therefore, had two main purposes:

1) to

qualitatively and quantitatively describe the characteristics of
chronic pain patients along various dimensions of the chronic
pain syndrome

(e.g., severity of pain) and related aspects

(e.g., depression), and to associate these characteristics with
age, and 2) to determine the effect of age on response to
treatment for chronic pain.

This study differs from previous

studies in that the sample was considerably larger than any
previous studies, consisted only of males, and examined a
multidisciplinary,
multimodal,

inpatient program that consisted of

individual and group therapy components.
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Based on the literature on chronic pain in older adults
and clinical experience,

the following hypotheses were developed

and tested in the study.
1.

Age will be significantly associated with all pain-

related variables.

Older adults will have a longer pain

duration and more medical problems, pain sites, pain
medications,

and surgeries for pain than younger adults.

These

variables will also be significant covariates in the analyses of
the treatment outcome measures.
2.

Age will be significantly related to depression.

Older adults will be significantly more depressed than younger
adults at admission and discharge.

In addition,

age will be

significantly related to the somatic elements of depression,
not to the cognitive elements of depression.

but

Older adults will

have higher levels of somatic depression than younger adults at
admission and discharge, but will not differ from younger adults
in level of cognitive depression at admission and discharge.
3.

Age will be significantly related to self-efficacy

beliefs about confidence in ability to manage pain.

Older

adults will have significantly less confidence in their ability
to self—manage their pain than younger adults at admission and
discharge.

In addition,

age will be significantly related to

confidence in ability to manage severe pain episodes, but not
usual levels of pain.

Older adults will have less confidence in

their ability to manage severe pain episodes than younger adults
at admission and discharge, but will not differ from younger
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adults in level of confidence in ability to manage usual levels
of p a i n .
4.

Age will be significantly related to ratings of pain

severity,
pain,

interference from pain,

life control,

discharge.

and level of activity on admission and at

Older adults will have significantly higher ratings

for pain severity,
distress,

affective distress related to

interference from pain,

and affective

and significantly lower ratings of life control and

level of activity than younger a d u l t s .
5.

Age will be significantly related to pain profile type

at admission and discharge.

Significantly fewer older adults

will be classified as "Adaptive Copers" at admission and
discharge,
6.

compared to younger adults.

Age will be significantly related to ratings of

helpfulness of the treatment p rogram elements.

Older adults

will rate the overall program as significantly less helpful than
younger adults.

In addition,

older adults will rate the medical

and supportive elements of the program higher than the other
elements.
7.

Age will be significantly related to ratings of

success in learning to manage pain.

Older adults will rate

themselves as less successful than younger adults in learning to
manage pain as a result of the treatment program.

MATERIALS AND METHODS
Subjects
Subjects were 135 male active duty servicemen and veterans
who participated in the Chronic Pain Management Program
see description in Procedure section)
Medical Center

(VAMC) in Long Beach,

1988 and August,

1991.

(CPMP,

at the Veterans Affairs
California, between July,

Prior to, and after these times, there

were different forms of the outcome measures or inconsistent
record-keeping w h i c h .precluded using subjects before and after
these dates.
CPMP files,

Data*were collected by reviewing the patients'
and subjects with complete sets of treatment outcome

measures were randomly selected for inclusion in the sample.
The subject sample included 45 subjects in each of three age
groups: younger
and older

(<40 years old), middle-aged

( 55 years o l d ) .

(40-54 years old),

These divisions were derived by

dividing the age distribution for the total number of CPMP
patients treated during the relevant time period into
approximate t h i r d s .

Only males were studied in order to

eliminate the possible effects of gender on response to
treatment.

In addition, given the fact that the population of

veterans consists mainly of males,

it would have been extremely

difficult to examine the gender effect since there would not
have been enough females to fill the cells.

Informed consents

permitting the use of test data collected during the course of
treatment for the purpose of evaluating the CPMP were obtained
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from all program participants prior to their beginning treatment
(see Appendix A item #8).
Materials
With the exception of the demographic questionnaire which
was completed only at the beginning of treatment, and the post
treatment questionnaire which was completed only at the end of
treatment,

each participant completed the following measures on

admission to, and at discharge from the CPMP:
Pain Management Screening Questionnaire.

This demographic

questionnaire requests information about the age, gender,
marital status, employment status, and non-pain— related medical
problems of the patient

(see Appendix B ) .

There are also

several questions related to the patient's pain problem,
"cause" of the pain
duration,

(e.g., injury or disease);

site,

such as

frequency,

and intensity of pain; surgeries and medications for

pain and their relative efficacies; and conditions that worsen
and lessen the pain.

Other items request information about

substance use, emotional problems, and litigation related to the
pain problem.

Patients also rate the degree to which pain

interferes with various physical activities

(e.g., active or

quiet recreational activities, household chores,
Beck Depression Inventory.
Mendelson, Mock,

& Erbaugh,

The BDI

and so forth).

(Beck, Ward,

1961) is a widely-used, very

reliable and valid self-report measure of depression
Appendix C ) .

(see

It consists of 21 items that ask respondents to

choose one or more sentences that describe how they felt during
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the past week.

The items refer to cognitive and somatic aspects

of depression.

Total possible score is 63, with 0-10 indicating

no depression,

11-20 mild,

severe depression
1987).

21-30 moderate,

and greater than 30

(Kendall, Hollon, Beck, Hammon,

& Ingram,

Internal consistency reliability estimates based on

nonpsychiatric populations have ranged from .73 to .92, while
validity studies have shown the BDI to be moderately to highly
correlated with other measures of depression,
(Beck, Steer,

& Garbin,

1988).

from .60 to .83

In chronic pain patients, the

BDI has been correlated with the Zung Self-Reported Depression
Scale at .86

(Turner & Romano,

1984).

Some evidence suggests

that scores on measures of depression containing somatic items
may be artifactually elevated in medically ill populations and
the elderly
& Vrana,

(Cavanaugh,

1989).

1984; Rapp, Parisi,

& Walsh,

1988; Rapp

Because pain patients and older adults have

numerous somatic complaints that may be unrelated to depression,
scores on the "cognitive"
15-21)

subscales

(items 1-14) and "somatic"

(Kathol, Mutgi, Williams,

1990; Rapp, Parisi, Walsh,

& Wallace,

Clamon,

(items

& Noyes,

1988) were examined

separately.
Multidimensional Pain Inventory.
Rudy,

1985)

The MPI

(Kerns, Turk,

&

is a 61-item self-report questionnaire that assesses

aspects of the patient's pain in detail

(see Appendix D ) .

There

are 13 empirically-derived scales which measure three main
aspects of the patient's pain experience:

1) pain severity,

interference from pain, perceived amount of control over pain

("life control"),

affective distress,

support from significant others

amount of perceived

(scales 1-5), 2) patients'

ratings of how others react to their pain behaviors

(scales 6-

8) , and 3) extent to which the patient engages in various common
daily activities,
rating

including a General Activity level composite

(scales 9— 13).

A computerized scoring program converts

the mean raw score for each scale into T— scores,
cluster analysis to

generate a Pain Profile,

and uses

which

characterizes patients in relation to their pain problem as
Dysfunctional,
(Turk & Rudy,
Anomalous,

Interpersonally Distressed,
1988).

Other profiles,

or Adaptive Coper

such as Hybrid or

may result from inconsistent responses.

Studies of

the validity of these profiles have shown that they are highly
accurate in classifying different types of pain problems
Rudy,

(Turk &

1990).
Validation studies of the MPI have revealed moderate to

excellent internal consistency
.90) and stability

(coefficient alpha from .70 to

(.62 to .91), with very good construct

validity assessed by comparing the MPI with the McGill Pain
Questionnaire,

State-Trait Anxiety Inventory,

Depression Inventory

(Kerns, Turk,

suggest that the Life Control,

& Rudy,

and Beck

1985).

Pain Severity,

The authors

and General

Activity scales may be the most critical variables in evaluating
the success of pain treatment programs.

In the present study,

scales 6-8, which assess how significant others react to the
patient's pain behaviors, were not examined because patients did
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not have the opportunity to observe the responses of their
significant others to their pain behaviors since they were
inpatients for three weeks.

Also, 'the General Activity scale

was examined instead of the individual activity scales,
following the recommendation of the MPI's authors.
Pain Confidence Inventory.

The PCI is a 20-item self-

report questionnaire developed for use in the CPMP
E).

(see Appendix

It assesses pain patients' self-efficacy beliefs about

their ability to cope with pain using a variety of self
management techniques, such as exercise or distraction.

Each

item is rated on a Likert-type scale, with values ranging from 0
(Strongly Disagree) to 5 (Strongly A g r e e ) .

Total scores are

then converted into T-scores which are based on norms from a
sample of CPMP patients at the VAMC in Long Beach.

The first 12

questions refer to the management of usual pain levels, while
the remaining items refer to the management of severe pain
episodes.

Internal consistency of the total PCI has been

reported as very good (coefficient alpha of .88), while internal
consistency estimates for the "usual pain" items and "severe
pain" were

.78 and .85, respectively

(Katz, 1990).

These

reliability estimates were based on a sample of CPMP patients at
the VAMC in Long Beach.

Although the PCI appears to have a high

degree of face validity for self-efficacy beliefs about pain
management,
da t e .

no formal validity studies have been performed to
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Post-treatment questionnaire.
asks patients,

This brief rating scale

following completion of the CPMP, to rate the

degree to which they found the various components of the
treatment package helpful in managing their pain
F).

Values range from 1 (Not at all helpful)

helpful).
elements,

(see Appendix

to 5 (Extremely

An average rating of the "helpfulness" of all the
and average ratings for each set of psychological,

medical, physical,

support,

and vocational program elements were

calculated for this study.
Procedure
Criteria for admission to C P M P .

Prospective CPMP patients

were referred for an initial admission screening evaluation from
a variety of sources within the VA system.

Patients were

interviewed briefly by a clinical psychologist or psychology
trainee,

and were given the BDI, PCI, MPI,

questionnaire described above.

and the demographic

The purpose of the screening

evaluation was to obtain information about a patient's pain
problem,

treatment history, psychosocial or other medical

factors that may affect his ability to benefit from treatment,
his motivation and interest in learning new techniques that
emphasize the self-management of pain,

and willingness to

discontinue narcotic medication and to become an inpatient for
three weeks.

Patients who revealed poor motivation, who

evidenced severe psychological disturbance or comprehension
difficulties, who believed that their pain could still be
treated best medically,

or who had severe medical problems that
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could possibly interfere with treatment were not recommended for
adm i s s i o n .
Participants in the program varied in terms of etiology,
duration of pain,
However,

and types of prior treatments for their pain.

only individuals who had not previously participated in

the CPMP or any other multidisciplinary treatment program for
chronic pain were included in the study.

Once recommended for

admission to the inpatient CPMP by psychology staff, patients
were screened by the program physiatrist.

When patients were

cleared medically, they were admitted to the next available
program.
eight.

The maximum number of participants in a program was
The time from initial screening to actual admission

ranged from several days to several months.
Description of the Chronic Pain Management P r o g r a m .

Upon

admission to the CPMP, each patient signed a CPMP
Treatment Contract

(see Appendix A) which outlined the "ground

rules" for participating in the program.

Comprehensive

evaluations by Physical Therapy, Vocational Rehabilitation
Therapy,

Kinesiotherapy, Medicine,

and Psychology were used to

develop an individualized treatment program that took into
account exercise tolerance, vocational interests,

and so forth.

Only a few patients did not receive all the treatment
components.

For example, patients with a history of cardiac

disease were not allowed to participate in activities in the
heated pool.

Psychological evaluations consisted of a detailed

clinical interview by the patient's assigned individual
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therapist who obtained information about the patient's pain
problem and a psychosocial history.
BDI, MPI,

Patients also completed the

and PCI again if it had been more than a week since

their initial screening evaluation.
The program schedule consisted of a full day of activities
every weekday, and included Physical Therapy, Vocational
Rehabilitation Therapy, Kinesiotherapy,

Group Therapy with a

social worker, and patient support group meetings.
therapy,

Individual

Self-Management Training Group, and Cognitive Therapy

Group were offered by Psychology.

In Self-Management Training

Group, the biopsychosocial model of pain was explained, and the
need for patients to learn to self-manage their pain was
emphasized within the context of this model.

The basic

underlying goals of the treatment program were for patients to
develop a sense of control over their pain, to accept their pain
condition, and to learn to live within the limitations it
imposes upon their lives.

These goals are based on evidence

from a number of sources that feelings of uncontrollability and
lack of self-acceptance,

or of limitations,

significantly to the chronic anxiety,

can contribute

anger, or depression, to

the development of numerous maladaptive pain behaviors, and
eventually to the inactive, disabled state so evident in chronic
pain patients.
Through a variety of self-management techniques, patients
were taught that pain control is their responsibility,
they can learn to cope with their pain.

Specific self

and that

management goals and examples of techniques used to achieve them
are:

1) divert attention away from pain through constructive,

enjoyable activities,
hobbies;

for example,

by regularly engaging in

2) learn strategies for coping more effectively with

various life problems,

for example, by brainstorming or using

other problem-solving techniques;
change attitudes,
feelings,

beliefs,

3) learn how to recognize and

and thoughts that intensify negative

for example, b y identifying distorted cognitions and

developing more rational alternatives;
techniques that help relieve stress,
positive self-statements,

such as self-hypnosis with

systematic muscle relaxation,

autogenic passive body awareness,
awareness;

4) learn specific mental

or visual and auditory focused

5) cope more effectively with intense pain episodes

without using harmful substances,

for example,

mental imagery or focused breathing;

by using guided

6) improve relationships

with family and friends by practicing good communication and
conflict resolution skills;
assertively,

for example, by monitoring self and others'

behavior for aggressive,
behavior;

7) learn how to behave more

passive,

and assertive styles of

8) practice physical conditioning exercises on a

regular basis,

for example, by contracting to exercise with

others;

9) change poor eating habits and lose excess body

weight,

for example,

through a system of self-generated

contracts and rewards;
limitations,

and 10) learn to live within physical

for example, by setting reasonable goals for

physical activity tolerance.

In Cognitive Therapy group,

patients were taught how their cognitions —
and expectations —

beliefs,

attitudes,

can influence their mood, behavior,

perception of pain.

and

In-group exercises and homework assignments

consisted of identifying types of distorted thinking,

such as

catastrophizing or filtering, particularly as they apply to
pain, and replacing them with more rational, adaptive responses.
Individual psychotherapy sessions focused on monitoring the
patient's progress in the program,
taught in the groups,

reinforcing the material

and exploring other issues,

such as

dysfunctional interpersonal relationships.
At the completion of the program, participants again
completed the BDI, MPI, and PCI, as well as the post- treatment
questionnaire described above.

RESULTS AND DISCUSSION
Results
Demographic V a r i a b l e s .

The means and frequencies for the

demographic variables are presented in Table 1.
for the total sample was 47.51 years
educational level was 12.18 years

(SD = 12.80), and mean

(SD = 2.30) .

race, the majority of the sample was White
Approximately one-half was married
unemployed due to disability,

(52.6%).

In terms of

(79.3%).
One-half

and over one-half

receiving disability compensation.

The mean age

(50.7) was

(60.2%) was

Well over one-half of the

sample had no previous history of major psychiatric disorder
(63.7%) or substance abuse problem
Pain-Related V a r i a b l e s .

(74.1%).

The means and frequencies for the

pain-related variables are presented in Table 2.
duration of pain was 150.16 months,

although there was wide

variation of pain duration in the sample
57 6 m o n t h s ) .

The mean

(SD = 151.00,

range 6 -

The mean number of non—pain— related medical

problems was 0.7 0 (SD = 0.93), with approximately one-half
(52.6%)

of the sample having no non-pain-related medical

problems.

The mean number of surgeries for pain was 1.02

1.78), with more than one—half

(SD =

(60.4) of the sample having

undergone no surgical treatment for pain.

Over one—half

(66.9%)

of the sample indicated that injury was the main "cause" of
their pain.

The mean number of pain sites was 2.20

(SD = 1.19),

with more than one-half

(63.0%) of the sample complaining of

pain in the lower back,

followed by 4 5.9%
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Table 1
Demographic Characteristics of Total Sample

Mean

SD

Range

135

47 .51

12 .80

23-71

Education

132

12 .18

2.30

6-21

Race

135

Variable

N

Age

Percent

107

79.3

African-American

11

8.1

Hispanic

10

7.4

Native American

4

3.0

Pacific Island

3

2.2

White

Marital status

135

Married

71

52 .6

Divorced/Separated

52

38 .5

Single

12

8.9

Employment status

134

Employed

26

19.4

Unemployed not

27

20.1

68

50.7

13

9.7

on disability
Unemployed on
disability
Retired

(Table continues)
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Disability claim

133

None

34

25 .6

Pending

19

14 .3

Attained

80

60 .2

Psychiatric problem

135

None

86

63 .7

Depression

38

28 .1

Anxiety

10

7.4

1

0.7

Other
Substance abuse

135

None

100

74 .1

35

25. 9

Alcohol/drugs
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Table 2
Characteristics of Total Sample on Pain-Related Variables

N

Variable

Duration of pain

(months)

Number of medical problems

Mean

SD

Range

135

150.16

151.00

6-576

135

0.70

0.93

0-4

1.02

1.78

0-9

2 .20

1.19

1-8

Percent

None

71

52 .6

One to two

57

42.2

7

5.2

More than two
Number of surgeries

134

None

81

60.4

One to two

37

27.6

More than two

16

12.0

Cause of pain

130

Injury

87

66.9

Disease

23

17 .7 .

Injury and disease

5

3.8

Unknown

8

6.2

Post-surgical

7

5.4

Number of pain sites

135

Location of pain sites*
21

15. 6

Cervical region

35

25. 9

Upper limbs

34

25.2

Head,

face, mouth

(Table continues)
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Thoracic region
Abdomen

26
4

19.3
3.0

Lower back

85

63.0

Lower limbs

62

45.9

Pelvic region

26

19.3

4

3.0

Anal and/or genital
Number of medications

135

0.98

None

30

22 .2

One to two

91

67.4

More than two

14

10.4

Narcotic analgesics

46

34 .1

N o n — steroidals

50

37.0

Aspirin/Tylenol

28

20.8

Anti-depre s s ant s

11

8.1

4

3.0

19

14 .0

7

5.1

0-4

Type of pain medications*

Anxiolytics
Muscle relaxants
Other

Note:

* Percentages total more than 100 because some subjects

had multiple pain sites,
pain medication.

or were taking more than one type of
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Table 3
Pearson Product-Moment Correlations of Age with Pain—Related
Variables

Pain-related variable

N

r

&

Duration of pain

135

.39

.0001*

Number of medical problems

135

.34

.0001*

Number of pain sites

135

-.05

.57

Number of surgeries for pain

134

.13

.15

Number of pain medications

135

-.10

.25

Note:

* indicates significant correlations.
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indicating pain in the lower limbs, and approximately onequarter of the sample indicating pain in the cervical region
(25.9%) and/or upper limbs

(25.2%).

The mean number of pain

medications taken by subjects in the sample was 1.29
with more than three-quarters
medication.

(SD^ = 0.98)

(77.8%) taking at least one pain

Of these, 34.% reported taking narcotic analgesics

for pain relief on admission, while an almost equal number
(34.1%) reported using non-steroidal anti-inflammatory drugs
(NSAIDs).
Hypothesis 1 .

Age will be significantly associated with

all pain-related variables.

Older adults will have a longer

pain duration and more medical problems, pain sites, pain
medications,

and surgeries for pain than younger adults.

These

variables will be significant covariates in the analyses of the
treatment outcome measures.
In order to test this hypothesis, Pearson Product-Moment
correlation coefficients were computed for age and the painrelated variables

(see Table 3).

Of these, only the

correlations between number of medical problems and age
.34, N = 135, p = .0001), and duration of pain and age
N = 135, p = .0001) were statistically significant.

(r =
(r = .39,

However,

since both of these values were below the predetermined level of
significance for r (i.e.,

.40), they were not included as

covariates in the subsequent analyses.
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Depression
The mean scores on the total Beck Depression Inventory and
cognitive and somatic subscales at admission and discharge are
presented in Table 4.
total BDI scores,

In comparison with normative values for

the subjects in this sample were mildly

depressed on admission

(M = 16.81), but exhibited almost no

clinically significant depression at discharge

(M = 10.69).

Examination of cognitive and somatic subscale scores revealed a
similar pattern of clinically significant depression at
admission

(cognitive M = 9.44,

significant
M = 5.11),

depression at discharge

Clamon,

(cognitive M = 5.66,

(Rapp, Parisi, Walsh,

and 6 for the somatic subscale
& Noyes,

& Wallace,

(Kathol, Mutgi, Williams,

1990).

Hypothesis 2 .
depression.

somatic

in comparison to the recommended cutoff scores of 5

for the cognitive subscale
1988),

somatic M = 7.26) but almost no

Age will be significantly related to

Older adults will be significantly more depressed

than younger adults at admission and discharge.

In addition,

age will be

significantly related to the somatic elements of

depression,

but not to

the cognitive elements of

depression.

Older adults will have higher levels of somatic depression than
younger adults at admission and discharge, but will not differ
from younger adults in level of cognitive depression at
admission and discharge.

Thus, a main effect for age is

predicted for BDI total scores and somatic subscale scores, with
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Table 4
Means for Beck Depression Inventory
Scores (N = 135)

BDI scale

Mean

(BDI) Total and Subscales

SD

Range

F

&

15.53

.0001*

Age

2 .73

.1008

Time x Age

2.11

.15

10. 62

.0014*

Age

5.20

.02*

Time x Age

1.28

.26

11.24

.0010*

Age

0.00

.95

Time x Age

1.87

.17

Total BDI scale
Time
Admission

15.81

9.51

0-45

Discharge

10. 69

7.52

0-33

Cognitive subscale

(BDI items 1-14 )

Time
Admission

9.44

7.00

0-33

Discharge

5. 66

5.17

0-24

Somatic subscale

(BDI items 15—21)

Time

Note:

Admission

7 .26

3.29

0-17

Discharge

5 .11

3.28

0-15

* indicates significant F value at df = 1,133.
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a main effect for time predicted for the cognitive subscale
scores.

An interaction between age,

scale, and time is also

implied by the different predicted results for the cognitive and
somatic subscale scores.
In order to test this hypothesis,

a separate repeated

measures analysis of variance with age as a continuous variable
was perf o r m e d for each of the mean BDI total,

cognitive,

and

somatic subscale scores at admission and discharge using a
General Linear Models
procedure.

(SAS Institute Inc.,

1988)

analytic

Results of the analysis appear in Table 4.

There

was a significant main effect for time on all three BDI scales,
with all subjects becoming significantly less depressed by the
end of treatment,

BDI total score F(l,

cognitive subscale score F(l,
somatic subscale score F(l,

133) =

15.53, p =

133) = 10.62, p =

133)= 11.24, p =

.0001,

.0014, and

.0010.

The main

effect for age was significant only for the cognitive subscale,
F(l,

133) = 5.20, p =

interaction.

.02, suggesting an age by subscale

The age by time interaction was not significant

for any of the scales.

As post-hoc analyses,

Pearson Product-

Moment correlation coefficients were calculated for age and the
mean BDI cognitive scale scores on admission and at discharge.
These revealed a significant,

negative coefficient for the mean

BDI cognitive scale score on admission
.03), but not at discharge,
almost significant

(r = -.19,

N = 135, p =

although this latter coefficient was

(r = -.16, N = 135, p =

further suggests an interaction of time,

.07).

age,

This analysis

and scale.

52
Self-Efficacy Beliefs about Pain
The mean scores on the total Pain Confidence Inventory and
usual pain and severe pain subscales at admission and discharge
are presented in Table 5.
from the normative sample

In comparison to mean PCI T-scores
(M = 50, SD = 10), the mean PCI T-

scores for subjects in this sample on admission were not much
different

(mean T on admission = 51.03).

scores for the study sample
higher

At discharge, mean T

(M = 65.50) were significantly

(e.g., greater than one S D ) than the scores from the

normative sample.

These results indicate that,

on admission,

the subjects in the present study were representative of the
general population of pain patients in their level of confidence
in ability to manage pain.

However,

after treatment,

the study

subjects had significantly higher levels of confidence than the
untreated subjects in the normative sample.

T-scores for the

usual and severe pain subscales were not available for
comparison.
Hypothesis 3 .

Age will be significantly related to self-

efficacy beliefs about confidence in ability to manage pain.
Older adults will have significantly less confidence in their
ability to self-manage their pain than younger adults at
admission and discharge.

In addition, age will be significantly

related to confidence in ability to manage severe pain episodes,
but not usual levels of pain.

Older adults will have less

confidence in their ability to manage severe pain episodes than
younger adults at admission and discharge, but will not differ
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Table 5
Means for Pain Confidence Inventory
Raw Scores (N = 135)

PCI scale

Mean

(PCI) Total and Subscales

SD

Range

F

E

13 .74

.0003*

Total PCI scale
Time
Admission

51.03

17.20

9-93

Discharge

65 .50

17 .18

13-98

Age

1.01

.32

Time x Age

2 .11

.15

Usual pain subscale

(PCI items 1-12)
18.29

Time
Admission

30.45

10 .44

7-55

Discharge

39.06

10.06

10-60

Age

1. 64

.20

Time x Age

3.28

.07

9.35

.0027*

Age

1.39

.24

Time x Age

2 .16

.14

Severe pain subscale

(PCI items 13-20)

Time

Note:

.0001*

Admission

21.03

9.39

0-81

Discharge

26.47

8.09

3-40

* indicate significant F values at df 1, 133.
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from younger adults in level of confidence in ability to manage
usual levels of pain.

Thus, a main effect for age is predicted

for the PCI total scale scores and severe pain subscale scores,
while a main effect for time is predicted for the usual pain
subscale scores.

An interaction between age,

scale,

and time is

also implied by the different predicted results for the usual
pain and severe pain subscale scores.
In order to test this hypothesis,

a repeated measures

analysis of variance with age as a continuous variable was
performed for each of the mean PCI total, usual pain,

and severe

pain subscale scores at admission and discharge using the
General Linear Models

(SAS Institute Inc.,

Results of the analysis appear in Table 5.

1988) procedure.
There was a

significant main effect for time on all three PCI scales,

with

all subjects becoming significantly more confident in their
ability to manage their pain at the end of treatment,
score F(l,

133) = 13.74, p =

PCI total

.0003, usual pain subscale score

F(l,

133) = 18.29, p. = .0001,

and severe pain subscale score

F(l,

133) = 9.35, p = .0027. There was no main effect for age,

no significant interaction between age and time, and no
significant interaction suggested between age and scale.
Pain Outcome Measures
The mean scores on the Multidimensional Pain Inventory
scales at admission and discharge are presented in Table 6.
comparison to mean MPI T-scores from the normative sample

In

(M =

50, SD = 10), the mean T-scores for each MPI scale for subjects
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in this sample on admission were not significantly different.
For example, the lowest mean T was 47.98
while the highest was 50.61

(Affective Distress)

(General Activity), neither of which

was greater than one standard deviation below or above the
normative sample mean.

Study sample T-scores on discharge also

were not significantly different from the normative sample Tscores, with the lowest mean T being 41.59
and the highest being 55.76

(Life Control).

(Affective Distress),
Thus, the T-scores

for the MPI scales from this sample suggest that the subjects in
this study were very similar to the general population of pain
patients along several dimensions of chronic pain.
Hypothesis 4 .

Age will be significantly related to

ratings of pain severity, interference from pain, affective
distress related to pain, life control, and level of activity on
admission and at discharge.

Older adults will have

significantly higher ratings for pain severity,

interference

from pain, and affective distress, and significantly lower
ratings of life control and level of activity than younger
adults.

Therefore, a significant main effect for age is

predicted, with a significant interaction between age and time.
A significant interaction between MPI scale and time would also
be expected since scores on some scales, such as Pain Severity,
would be expected to decrease, while scores on other scales,
such as General Activity, would be expected to increase.
In order to test this hypothesis, a repeated measures
multivariate analysis of variance

(MANOVA) with age as a
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Table 6
Means for Multidimensional Pain Inventory
Scores (N = 135)

MPI scale

Mean

SD

(MPI) Scales Raw

Range

Pain Severity
Admission

4.39

0.82

2.00-6.00

Discharge

3.81

1.00

1.61-6.00

Pain Interference
Admission

4 .55

0.94

1.00-6.00

Discharge

4 .03

1.03

0.56-6.00

Life Control
Admission

2.93

1.29

0.00-6.00

Discharge

4 .08

0.98

0.75-6.00

Affective Distress
Admission

3.49

1.24

0.00-6.00

Discharge

2.64

1.13

0.00-5.67

General Activity

Note:

Admission

2.19

1.13

0.05-6.00

Discharge

2 .44

1.26

0.00-5.85

* indicates significant t values.

t.

R

6.95

.0001*

7 .18

.0001*

-10.41

.0001*

8.01

.0001*

-3.33

.0011*
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continuous variable was performed for the MPI scales at
admission and discharge using a General Linear Models
Institute Inc.,

1988)

analytic procedure.

analysis appear in Table 6.

Results of the

There was a significant main

effect for MPI scale, MANOVA F(4,
=

(SAS

130) = 6.78,

and Wilks'

lambda

.83, p = .0001, with a significant interaction between MPI

scale and age, MANOVA F(4,
p =

130) = 3.05,

and Wilks'

lambda = .91,

.02, and between MPI scale and time, MANOVA F(4,

4.87, and Wilks'

130) =

lambda = .87, p = .001.

Post-hoc analyses of the MPI scale by time interaction
were performed with paired comparison t-tests of each MPI scale
mean score at admission and discharge.

These

significant t values for all MPI scales

(Pain Severity,

6.95, p — 0.0001,

Pain Interference,

Life Control t(134)
t(134)
p =

severity,

t.(134) =

t(134) = 7.18, p = .0001,

= -10.41, p = .0001, Affective Distress

= 8.01 ,p *= .0001, and General Activity,

.0011).

revealed

t(134) = -3.33,

Thus, all patients reported significantly less pain

interference from pain and affective distress,

feelings of life control,
the end of treatment.

greater

and increased levels of activity at
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Table 7
Pearson Product-Moment Correlations of Age with Multidimensional
Pain Inventorv (MPI) Scales (N = 135)

MPI scale

r

£

Admission

-.002

.98

Discharge

-.06

.50

Admission

-.17

.04*

Discharge

-.15

.08

Pain Severity

Pain Interference

Life Control
Admission

.21

.01*

Discharge

.10

.25

Affective Distress
Admission

-.19

.03*

Discharge

-.13

.14

Admission

.01

.93

Discharge

-.08

.36

General Activity

Note:

* indicates significant correlations.
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As post-hoc analyses of the MPI scale by age interaction,
Pearson Product—Moment correlation coefficients were calculated
between age and each MPI scale mean score at admission and
discharge.

These are presented in Table 7.

revealed significant,

negative coefficients for Pain

Interference on admission

<r = -.17, N = 135, p. = .04) and for

Affective Distress on admission
and a significant,
admission

This analysis

(r = -.19, N = 135, £ = .03),

positive coefficient for Life Control on

(r = .21, N = 135, p =

an interaction of age, time,

.01).

This analysis suggests

and scale that was not significant

in the overall MANOVA.
Hypothesis 5 .

Age will be significantly related to pain

profile type at admission and discharge.

Significantly fewer

older adults will be classified as "Adaptive Copers" at
admission and discharge,
For this analysis,
groups

(<40, 40-54, and

admission,

compared to younger adults.
subjects were divided into three age
55) with 45 subjects in each group.

8.9% of the youngest subjects,

aged subjects,

On

15.6% of the middle-

and 37.8% of the oldest subjects were classified

Adaptive Copers.

Chi-square statistic was significant,

Chi-

square (2, N = 135) = 14.89, p = .0006, with post-hoc comparisons
of the proportion of Adaptive Copers in each group indicating
that a significantly greater number of the oldest subjects were
classified as Adaptive Copers than either the youngest or
middle-aged subjects, who did not differ significantly from each
other in number of Adaptive Copers.

At discharge,

33.3% of the
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youngest subjects,

35.6% of the middle-aged subjects,

and 55.6%

of the oldest subjects were classified Adaptive Copers.
square statistic,

however,

= 135) = 4.88, E. =

.09.

was not significant,

Chi-

C h i - s q u a r e (2, N

On inspection of the percentages,

it

appeared that the lack of a significant difference between the
age groups in number of Adaptive Copers at discharge was mainly
due to greater numbers of the youngest and middle-aged subjects
being classified as such,

compared to admission.

Po s t —Treatment Ratings of Program Elements and Success
Hypothesis 6 .

Age will be significantly related to

ratings of helpfulness of the treatment p rogram e l e m e n t s .

Older

adults will rate the overall program as significantly less
helpful than younger adults.

In addition,

older adults will

rate the medical and supportive elements of the pro g r a m higher
than the other elements.
To test this hypothesis,

ratings of the helpfulness of the

various pr o g r a m elements were averaged for each subject.
Ratings for each of the psychological, medical,
supportive,

physical,

and vocational treatment elements were averaged into

program subscales

(e.g, Psychology,

and so f o r t h ) .

Pearson Product-Moment correlation coefficients were then
calculated for the relationship of age to the overall
Helpfulness rating and to the separate program s u b s c a l e s .

The

means of the p o s t —treatment ratings and their correlations with
age are presented in Table 8.

Contrary to the hypothesis,

age
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Table 8

Mean

SD

Range

r

E

Success

123

3.49

0.95

1.00-5,.00

.07

.47

Helpfulness

129

3.95

0. 68

1.92-5,.00

.18

.04*

Psychology

121

5.04

0.91

2.50-6,.25

.24

.008*

Medical

122

3.30

1.24

1.00-5,,00

.19

.03*

Physical

110

3.98

0. 94

1.00-5..00

.04

.69

Support

129

4.40

0.74

1

.15

.09

Vocational

126

3.86

1.29

1.00-5., 0 0

-.02

.82

Note:

(Ji

N

O
O

Rating

H

Mean Post-Treatment Ratings and Pearson Product-Moment
Correlations of Success and of Program Elements with Age

.00

* indicates significant correlations.
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was not significantly correlated with ratings of overall
Helpfulness of the treatment program.
to the hypothesis,

Also, partially contrary

age was not significantly and positively

correlated with ratings of the supportive elements,

but was

significantly and positively correlated with ratings of the
medical elements of the treatment program
.03).

(r =

.19, N = 122, p =

The significant and positive correlation between age and

ratings of the psychological elements of the p r o g r a m
= 121, p = 0.008)

(it

= .24, N

was not predicted by the hypothesis.

Hypothesis 7 .

Age will be significantly related to

ratings of success in learning to manage pain.

Older adults

will rate themselves as less successful than younger adults in
learning to manage pain as a result of the treatment program.
A Pearson Product-Moment correlation coefficient was
calculated for the relationship of age to ratings of success in
learning to manage pain.

The mean for the post-treatment rating

of success and its correlations with age is p resented in Table
8.

This correlation was not significant.
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Discussion
Overall, the results of this study indicate that the older
pain patients who participated in the CPMP benefitted from
treatment just as much as did younger patients.

All of the

experimental hypotheses could be either totally,

or in a large

part,

rejected.

Even though this study involved a different

type of treatment

(i.e., multidisciplinary inpatient program

with individual and group treatment elements), a different
subject sample

(i.e, male veterans and servicemen),

and a

substantially larger sample size than in previous
characterization and treatment outcome studies of chronic pain
in older adults, most of the present findings were consistent
with the results of these other studies with few exceptions.
In terms of the association between pre-treatment pain
variables and age, this study did not find a relationship
between age and number of pain sites, number of surgeries for
pain,

or number of pain medications,

of other studies
Puder,

consistent with the results

(France et a l ., 1986; Middaugh et a l ., 1988;

1988; Sorkin et a l ., 1990).

There did, however, appear

to be a moderately low positive relationship between age and
duration of pain,
of the Puder

a finding that is consistent with the results

(1988)

study, but contradictory to the results

obtained by France et a l . (1986) and Middaugh et a l . (1988 ).
There was also a moderately low positive relationship between
age and number of medical problems,

consistent with the results

presented by Sorkin et a l . (1990).

However, because

.40 had
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been previously designated as the cutoff value for correlations
to be considered significant covariates,

the effect of the

relationship between age and pain duration,

and age and number

of medical problems was not examined in the analyses of the
treatment outcome m e a s u r e s .

It could be that either pain

duration or number of medical problems would account for enough
variance in the age effect such that the observed significant
interactions between age and BDI cognitive subscale score on
admission,
Control,

and between age and MPI Pain Interference,

Life

and Affective Distress at admission would not have been

significant.

The effect of these potential covariates could be

investigated in future studies.

In particular,

older adults who

have multiple medical problems in addition to having chronic
pain, m a y exhibit different coping strategies,

or have less or

more success in coping with chronic pain than older adults who
have no or few other chronic medical p r o b l e m s .

This could be

examined in future research.
Age was not associated with pre-treatment levels of pain
severity, measured by the MPI Pain Severity Scale.

This is

consistent with the results from studies by France et a l .
(1986), Middaugh et al.

(1988),

and Sorkin et al.

(1990).

Age

was also not associated with pre-treatment levels of activity,
measured by the MPI General Activity scale.

This finding is

consistent with the results of the Sorkin et al.

(1990) study,

and similar to the results of the study by Middaugh et a l .
(1988)

in which old and young patients did not differ in level
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of physical disability or adaptive functioning, variables which
could be considered analogous to the General Activity variable.
Contrary to the results of previous studies

(Puder,

1988; Sorkin

et a l ., 1990), age was associated with ratings of interference
from pain, measured by the MPI Pain Interference scale.
admission,

On

older patients reported less interference from pain

than younger patients.

It should be noted, however, that this

correlation was very low (r = -.17) and marginally significant
(jd = .04) .

Thus, this finding is somewhat weak.

Age was also associated with pre-treatment levels of
psychological distress, measured by BDI cognitive subscale and
the MPI Affective Distress scale.

Older patients were less

depressed than younger patients on admission, at least as
measured by the cognitive subscale.

Older patients were also

less affectively distressed generally on admission than younger
patients.

These findings contradict those from other studies

(France et a l ., 1986; Middaugh et a l ., 1988; Sorkin et al.,
1990) which showed no association of age with pre-treatment
levels of depression,

anxiety, emotionality, or general

psychological distress.

However, the correlations between age

and the MPI Affective Distress scale, and between age and the
BDI cognitive subscale were very low

(r. = -.19 for both) at a

relatively low level of significance

(£ = .03 for b o t h ) .

In

addition, the interaction between age and BDI total score on
admission was not significant.

Since the reliability and

validity of the BDI cognitive subscale, a 14-item scale, is

probably not as high as the total BDI scale, a 21-item scale,

it

is likely that the absence of a significant interaction between
age and depression is more accurate than the significant
correlation.

Thus, the relationship between age and pre-

treatment levels of affective distress observed in this study is
of uncertain significance.

Nevertheless,

the finding that age

was not positively correlated with the BDI somatic subscale
suggests that older patients did not have more of the somatic
manifestations of depression than did younger adults.
contrary to the hypothesized relationship,

This is

and to studies which

have suggested that older adults score higher on somatic items
related to depression than younger adults
Rapp & Vrana,

(Rapp et a l ., 1988;

1989).

Age was also associated with pre-treatment self-efficacy
beliefs about ability to manage pain and actual pain coping
behaviors, measured by the MPI Life Control scale and the
Adaptive Coper MPI pain profile,

respectively.

Older patients

felt that they had greater control over their pain and their
lives in general,

and tended to engage in more adaptive pain

coping behaviors at admission than younger patients.

This

finding is contrary to the results obtained by Sorkin et al.
(1990).

However, the correlation between age and the MPI Life

Control scale at admission was low

(r = .21).

In addition,

there was no interaction between age and total score on the PCI,
a measure designed specifically to assess confidence in ability
to manage pain.

The low correlation coefficient and absence of

an interaction between age and total PCI score suggest that the
correlation between age and Life Control is a weak finding.
Some studies that have examined the relationship of age to selfefficacy beliefs,

and to coping strategies and coping behaviors

have shown that age is not significantly related to either the
use or perc e i v e d effectiveness of pain coping strategies
& Williams,

1990),

(Keefe

while others have shown that there are age-

related differences in the types of strategies used to cope with
other types of chronic illness,
Revenson,

1987).

such as diabetes

(Felton &

The relationships between age and self-

efficacy beliefs and coping strategies are very complex
Folkman,

Lazarus,

Pimley,

& Novacek,

1987).

(see

The finding in the

present study that older patients had stronger self-efficacy
beliefs about pain management and engaged in more pain coping
behaviors than younger patients on admission suggests a fruitful
area for future research.
Despite the presence of some age-related p r e —treatment
differences in pain-related variables,
mostly weak,

which,

in any case,

were

age was not significantly related to post-

treatment scores on these same variables.

Thus,

the age-

related differences observed at pre-treatment did not appear to
have a significant effect on, nor predict response to treatment.
All subjects rated their pain severity and interference from
pain as significantly less,

and their activity level as

significantly greater at discharge than they did at admission.
All subjects reported significantly less overall affective
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distress and depression,

both cognitive and somatic aspects,

after treatment than before treatment.

All subjects indicated

significant increases in their confidence in the ability to
manage their pain, both usual and severe pain levels,
moderation of the effect pain has over their lives,
pain coping skills by the end of treatment.

in their

and in their

These findings are

generally consistent with other treatment outcome studies
involving older adults

(Corran et al.,

Middaugh et a l ., 1988; Puder,
Of additional interest,

1991; Fry & Wong,

1991;

1988).
are the post-treatment ratings of

success and helpfulness of the program, particularly since these
aspects of treatment outcome have not been examined in other
studies.

The finding that age was not correlated with self-

ratings of success in learning to manage pain provides
additional evidence that older patients benefitted from the
program just as much as younger patients.

This subjective

evidence is consistent with the objective findings that indicate
no relationship between age and response to treatment.

The

significant correlation between age and ratings of overall
helpfulness of the treatment program,
and of marginal significance

although small

(r = .18)

(e = .04), suggests that older

patients found the program generally more helpful than younger
patients.

It could be that older adults generally tend to

exhibit a more positive response bias as a result of the demand
characteristics of the treatment setting than younger adults,
and that this could have contributed to the observed
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correlation.

That is, older adults may want to please

professional staff with their positive comments,

or may

minimize their actual level of distress in order to avoid
appearing in need of institutionalization.

Such a bias may also

explain the significant correlations between age and some of the
outcome measures on admission.

The possible effects of response

bias in older adults on subjective ratings of response to
treatment could be investigated in future studies.

For example,

ratings by pain program staff of the patients' success in the
program according to several criteria could be compared to
patients' ratings.
Correlations between age and patients'

ratings of the

helpfulness of various types of program elements were
significant and positive, but moderately low, for the
psychological and medical elements of the program.

It was

expected that older patients would rate the medical aspects of
treatment higher than younger patients since older adults tend
be involved with medical treatments more often, and may have
more faith in medical treatments than younger adults.

However,

it was not predicted that older patients would rate the
psychological elements as high, nor especially higher, than
younger patients,

since it was anticipated that this type of

treatment would be perceived as too novel, challenging, or
threatening by older patients.
of Sorkin et al.,

Consistent with the conclusions

(1990) and Puder

(1988), older patients in

this study did not seem to have any more difficulty accepting.
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understanding,

or using psychological techniques,

that demand flexibility in thinking
therapy),

even those

(e.g., cognitive-behavioral

for managing chronic pain than did younger patients.

There are several features of the present study, however,
that qualify the results.

First, characteristics of the subject

sample may limit the generalization of these results to other
populations of chronic pain patients.

Although this sample did

not appear unusual in terms of general demographic features,
in comparison to other pain patients on pain variables

or

(e.g.,

pain severity), it was comprised only of males who were either
active duty servicemen or veterans.

There may be some unique

features of this particular population that were not identified
in this study that may have positively affected response to
treatment.

For example, the type of cameraderie often observed

among VA patients could have had a synergistic effect in the
treatment setting.

Because of their common experiences

(e.g.,

being in the military), V A patients could be more supportive of
each other than non-VA pain patients.

However,

since the

findings from this study are very similar to studies that
examined other pain populations,

the possibility that greater

cohesiveness among VA pain patients contributed to their
positive response to treatment is not likely.

Similarly,

even

though only males were included the sample in order to avoid any
differential effect gender might have on response to treatment,
this was not likely to have contributed significantly to
treatment outcome.

For example, the study by Middaugh et a l .
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(1988)

suggests that gender was not related to treatment

outcome.
Another aspect of this study that may limit generalization
of the findings to other pain patient groups concerns the fact
that patients in the present study were treated on an inpatient
basis.

While the study by Middaugh et a l . (1988) included both

inpatients and outpatients,

no analyses were performed to

evaluate the possible differences in response to treatment of
these two groups.

Thus,

it remains unclear whether or not there

are some special characteristics of inpatients that are not
present in outpatients which could influence either group's
response to treatment.

For example,

agreeing to spend three

weeks in the hospital may represent a major sacrifice for some
pain patients,

for example,

if they have to take time off work.

Many patients in the CPMP come from other states where there may
be no treatment for chronic pain.

They tend to have a strong

"vested interest" in getting better since their opportunities
for treatment are limited.

Thus,

inpatients might have a higher

level of motivation to learn to manage their pain than
outpatients.

Inpatients are also a "captive" population in that

they must attend all program elements, whereas outpatients are
less constrained to participate.

Thus, because participation in

the treatment program is more ensured for inpatients than
outpatients,
outpatients.

inpatients might respond better to treatment than
Again,

however,

considering the similarity of the

results of this study to studies of outpatients,

the fact that
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this sample consisted only of inpatients does not appear to
limit the generalizability of the findings to other pain
populations.
Finally,

subjects in this study were treated with a

multidisciplinary,

multimodal approach.

It could be argued that

this represents a "shotgun" approach to treatment,
assumed that all types of pain problems,
duration,

where it is

regardless of etiology,

and so forth, will respond equally well to the

treatment program.
of treatments

There is a possibility that specific types

(e.g., biofeedback)

specific types of pain

(e.g.,

would be more effective for

arthritic vs. vascular),

is little evidence in the literature to support this.

but there
However,

if one accepts the idea that chronic pain is multifactorial in
nature,

then the idea that treatment should be multidisciplinary

and multimodal logically follows.

The basic philosophy of the

CPMP and the treatment methods used in the program emphasize
self-management of pain.

The techniques should,

therefore,

be

equally applicable to, and equally effective for all types of
pain p r o b l e m s .

The study sample included individuals with a

great diversity of etiologies,

from degenerative arthritis to

post-surgical pain of unknown etiology,
pain durations.

Despite the variety of etiologies,

patients in this study,
treatment.

and with widely varying

as a group,

the pain

responded v ery well to

Other studies that have treated patients having

different p ain etiologies in a multidisciplinary p r o g r a m
et a l ., 1991; Middaugh et a l ., 1988)

(Corran

have also shown significant

improvement along several pain variables.

It is also clear

from this study that a multimodal, muldisciplinary approach
works equally well for pain patients of all ages.

SUMMARY AND CONCLUSIONS
In summary,

the findings of this study strongly support

the use of multidisciplinary, multimodal inpatient treatment for
chronic pain in older adults.

Older patients seemed to respond

particularly well to non-medical interventions,

thus dispelling

the negative stereotypes held by much of the medical community
that older adults resist and cannot benefit from psychological
interventions as well as younger patients.
conjunction with results from other studies,

This finding,

in

further suggests

that non—medical chronic pain management techniques could
provide effective alternatives to pharmacological and surgical
methods which are often accompanied by considerable risk of side
effects and negative outcome.

What remains to be examined is

the long-term effectiveness of this type of treatment for
managing chronic pain in older adults.
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CHRONIC PAIN MANAGEMENT TREATMENT PROGRAM CONTRACT
The following items are ground rules for participation in the
Long Beach V.A.M.C Chronic Pain Management program.

We believe

that your agreement to each principle allows you to achieve
maximum benefit from our program.
1.

I understand that I will remain in the program for the
full three weeks only if I am making satisfactory progress
in managing my pain.
progress,

If I am not making satisfactory

as judged by the treatment team,

I will be

discharged earlier.
2.

I will complete all assignments as requested by program
staff members

(e.g., relaxation exercises, pain ratings,

e t c .).
3.

I agree to delay all clinic and non-acute medical
appointments until after completion of the program unless
specifically requested by the Program medical staff.

4.

I will attend all appointments,

arriving on time, unless

specifically excused by a Program staff member.
5.

My spouse or "significant other" will be expected to
participate in treatment.

6.

I will not use alcohol while in the hospital during the
three weeks of the Program.

7.

I agree to the tapering schedule for any narcotic and/or
other prescription pain/tranquilizer medication as decided
on by the Program staff.
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8.

I agree to complete all questionnaires and psychological
tests which are used to evaluate the effectiveness of the
CPMP.

I also understand that the results of such tests

may be used in later research or program evaluation
studies in which my questionnaire responses may be
examined, but only as part of group response to CPMP
tr eat men t.
9.

I understand that Program staff will in no way involve
themselves in the process of disability claim and/or
lawsuit I may have pending.

10.

I agree to participate in a follow-up program upon
discharge as specified by the Program treatment team.

I have read and agree to abide with the rules of the Chronic
Pain Management Program.

PROGRAM PARTICIPANT

PROGRAM SECTION CHIEF

DATE

APPENDIX B
PAIN MANAGEMENT SCREENING QUESTIONNAIRE
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PAIN MANAGEMENT SCREENING QUESTIONNAIRE
NAME __________________________ DATE OF BIRTH ___________ AGE
ADDRESS

PHONE

____________________________________________

ZIP CODE__________________

MARITAL STATUS:

(Check ONLY ONE)

( ) Married for ________yrs .

( ) Divorced for _________ yrs .

( ) Separated for _____ yrs.

( ) Widowed for __________ yrs.

( ) Never married
ARE YOU SERVICE-CONNECTED?

( ) NO

( )YES, WHAT PERCENT? _______%

FOR WHAT CONDITION? ______________________________________________

WHO LIVES WITH YOU? __________________________________________________
IF YOU LIVE ALONE,

HOW MANY YEARS HAVE YOU

LIVED ALONE? ___________ yrs .

MEDICAL PROBLEMS

YEAR

(Don't list pain problem)

TREATMENT

DISCOVERED

1. ____________________________

19_________

2.

19

(Medications, etc.)
________________________

WHERE ON YOUR BODY DO YOU FEEL THE MOST PAIN?

HOW OFTEN DO YOU EXPERIENCE PAIN?
( ) Constant
( ) Varies

(never stops)

(comes and goes)
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DO YOU HAVE PAIN-FREE DAYS?

( ) NO
( ) YES — How often? ______________

HOW MANY YEARS AGO DID YOUR PAIN PROBLEM B E G I N ? ________yrs. ago

WHAT ORIGINALLY CAUSED YOUR PAIN? ________________________________

HAVE YOU HAD SURGERY FOR YOUR PAIN PROBLEM?

( ) NO

( ) YES

WHICH SURGERIES? ____________________________________________________

ARE YOU TAKING MEDICATION FOR YOUR PAIN?

( ) NO

( ) YES

WHICH MEDICATIONS? _________________________________________________

WHAT IS THE AVERAGE AMOUNT OF PAIN YOU EXPERIENCE ON A DAILY
BASIS?

Assign a number between 0 and 100 with 0 being no pain

and 100 being the worst pain imaginable. _________________________

CIRCLE THE TREATMENTS THAT YOU HAVE TRIED FOR YOUR PAIN AND
INDICATE HOW SUCCESSFUL THEY HAVE BEEN

CONDITION

NO

SOME

MUCH

WORSENED

RELIEF

RELIEF

RELIEF

RELIEF

1. Exercise or

COMPLETE

a

b

c

d

e

a

b

c

d

e

physical therapy
2. Braces
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3. Pain relieving

a

b

c

d

e

4 . Bed rest

a

b

c

d

e

5. Surgery

a

b

c

d

e

6. Nerve blocks

a

b

c

d

e

UNDER WHAT CONDITIONS

(SITUATION OR ACTIVITY)

IS YOUR PAIN THE

(SITUATION OR ACTIVITY)

DOES YOUR PAIN

medications

WORST?

UNDER WHAT CONDITIONS
BOTHER YOU THE LEAST?

DO YOU NO W HAVE OR ARE YOU PLANNING TO START A COMPENSATION
CLAIM OR LAWSUIT REGARDING YOUR INJURY OR DISABILITY
SOCIAL SECURITY, WORKMAN'S COMPENSATION,

(INCLUDING

SERVICE CONNECTION,

OR

OTHER LEGAL PROCEDURE)?
( ) NO
( ) YES - DESCRIBE THE CLAIM OR LAWSUIT:

WHAT ACTIVITIES DO YOU ENGAGE IN DURING A TYPICAL DAY?

WHAT ACTIVITIES WOULD YOU BE DOING IF YOU DID NOT HAVE YOUR PAIN
PROBLEM?
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FUNCTIONAL LIMITATIONS SCALE
Pain often interferes with various kinds of activities.
number of kinds of activities are described below.

A

For each

kind, indicate how much your pain problem usually limits you by
using the following rating scale.
Circle the appropriate letter for each activity.
A.

Does not apply

I do not engage in this type of
activity even when I am suffering
no pain.

B.

No effect

As far as my pain is concerned,

I

can do as much as I w a n t .
C.

Slight limitation

My pain problem limits my
activities slightly.

D.

Moderate limitation

My pain problem limits my
activities considerably, and
causes me discomfort when I do
engage in the activities.

E.

Severe limitation

My activities are severely
limited by my pain problem.

TYPES OF ACTIVITIES
1.

Active recreational activities (Examples:
golf, hiking, sailing,
A

B

Skiing, tennis,

swimming, bowling)

C

2. Moderate recreational activities

D

E

(Examples: Visiting friends,

going to a movie, museum, or sports event)
A

B

C

D

E
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3. Quiet recreational activities

(Examples: Reading, watching

TV, playing cards)
A

B

C

4. Household chores

D

E

(Examples: Making beds, washing dishes,

gardening)
A

B

C

5. Personal hygiene

D

(Examples: Dressing,

E
going to the bathroom,

taking a bath or shower)
A

B

C

D

E

C

D

E

D

E

6. Sexual activities
A

B

7 . My ability to work
A

B

C

Are you EMPLOYED N O W ?
( ) YES —

I work:

( ) Full time
as a ________________
( ) Part time

My work is:

( ) not stressful

( ) has some stress

( ) very stressful
( ) NO —

I used to work as a _______________________________
How many y r s . ago? ______________

I stopped working because of:
( ) Non-medical problems.

Describe:

( ) Medical problems
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DO YOU WANT VOC A T I O N A L ASSISTANCE?
DO YOU

SMOKE?

( ) NO

{ ) YES

( ) NO

( ) YES

— I smoke ______ packs a day.

DO CIGARETTES MAKE YOUR MEDICAL

PROBLEMS WORSE?

( ) YES

(

)NO

DO YOU WANT HELP IN QUITTING CIGARETTE SMOKING?

( ) YES
( ) NO

DO YOU DRINK A L C O H O L O R B E E R ?
( ) NO -

( ) I never

drank any.

( ) I s t o p p e d drinking ______ y r s . a g o .
( ) Y E S — I now drink _____ ( ) cans every
( ) drinks

HAVE YOU EVER, OR ARE YOU CURRENTLY,
ALCOHOL PROBLEM? ( ) NO

( ) day
( ) week
(

)month

(

) rarely

RECEIVING TREATMENT FOR AN

( ) YES

ARE YOU USING STREET D R U G S ?
( )

NO -

( ) I never

used any.

( ) I stopped using _____

yrs.

ago.

WHAT WER E YOU USING? ________________________________________

( ) Y E S - WHAT A R E YOU USING AND HOW OFTEN? ___________________

HAVE YOU EVER,

OR ARE YOU CURRENTLY,

RECEIVING TREATMENT FOR A

M ENTAL O R EMOTTQMAT. pbobt.bm?
( ) NO
( ) YES - WHAT CONDITION? ___________________________________

APPENDIX C
BECK DEPRESSION INVENTORY SAMPLE ITEMS
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PLEASE NOTE

C o p y r i g h t e d m a t e r i a l s in this do c u m e n t have
not been film ed at the req ues t of the author
They are av ai l a b l e for con sultation, howe ve r
in the a u t h o r ’s univ er s i t y library.
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U n i v e r s i t y M i c r o f i l m s International

APPENDIX D
MULTIDIMENSIONAL PAIN INVENTORY
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MULTIDIMENSIONAL PAIN INVENTORY
Today's date: _______________________
Name :
Last

First

Initial

Address: ____________________________________________________________
No.
Street
City

State

Zip Code

Work phone: _______________________ Home Phone:____________________
(area code)(number)
(area code)(number)
Age:

(in years) __________________

Date of birth:
Sex

Month: ________________ Day:

(check one) :

_____

Male _____

When did your pain first start?

Year:_______

Female

Month:

Year: _____

Social Security number: ___________________________________________
Instructions:
An important part of our evaluation includes
examination of pain from your perspective because you know your
pain better than anyone else.
The following questions are
designed to help us learn more about your pain and how it
affects your life.
Under each question is a scale to mark your
answer.
Read each question carefully and then circle a number
on the scale under that question to indicate how that specific
question applies to you.
An example may help you to better
understand how you should answer these q u e s t i o n s .
Example
How nervous are you when you ride in a car when the traffic is
heavy?
0
Not at all
Nervous

1

2

3

4

5

6
Extremely
Nervous

If you are not at all nervous when riding in a car in heavy
traffic, you would want to circle the number 0.
If you are very
nervous when riding in a car in heavy traffic, you would then
circle the number 6.
Lower numbers would be used to indicate
less nervousness, and higher numbers for more nervousness.
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Section I
1.

Rate the level of your pain at the present m oment.

0
No pain

1

2

3

'

4

5

6
Very intense
pain

2.
In general, how much does your pain interfere with your dayto-day activities?
0
1
No interference

2

3

4

5

6
Extreme
interference

3.
Since the time your pain began, how much has your pain
changed your ability to work?
(
Check here if you have retired for reasons other
than your pa i n ) .
0
No change

1

2

3

4

5

6
Extreme
change

4.
How much has your pain changed the amount of satisfaction or
enjoyment you get from taking part in social and recreational
activities?
0
No change

1

2

3

4

5

5.
How supportive or helpful is your spouse
to you in relation to your pain?
0
Not at all
supportive
6.

1

2

3

4

6
Extreme
change
(significant other)

5

6
Extremely
supportive

Rate your overall mood during the past w e e k .

0
Extremely
low

1

2

3

4

5

6
Extremely
high

7.
How much has your pain interfered with your ability to get
enough sleep?
0
1
No interference

2

3

4

5

6
Extreme
interference
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8. On the average, how severe has your pain been during the
last week?
0
Not at all
severe

1

2

3

4

5

6
Extremely
severe

9. How able are you to predict when your pain will start, get
better, or get worse?
0
1
Not at all
able to predict

2

3

4

5

6
Very able
to predict

10.
How much has your pain changed your ability to take part in
recreational and other social activities?
0
No change

1

2

3

4

5

6
Extreme
change

11.
How much do you limit your activities in order to keep your
pain from getting worse?
0
Not at all

1

2

3

4

5

6
Very much

12.
How much has your pain changed the amount of satisfaction
or enjoyment you get from family-related activities.
0
No change

1

2

3

13.
How worried is your spouse
because of your pain?
0
Not at all
worried

1

2

3

4

5

6
Extreme
change

(significant other) about you
4

5

6
Extremely
worried

14.
During the past week how much control do you feel that you
have had over your life?
0
No control

1

2

3

4

5

6
Extreme
control
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15.
On an average day, how much does your pain vary
or decrease)?
0
Remains
the same
16.

1

2

3

4

5

(increase

6
Changes
lot

a

How much suffering do you experience because of your pain?

0
No suffering

1

2

3

4

5

6
Extreme
suffering

17.
How often are you able to do something that helps to reduce
your pain?
0

1

2

3

4

5

Never

6
Very often

18.
How much has your pain changed your relationship with your
spouse, family, or significant other?
0
No change

1

2

3

4

5

6
Extreme
change

19.
How much has your pain changed the amount of satisfaction
or enjoyment you get from work?
(
Check here is you are not presently w o r k i n g ) .
0
No change

1

2

3

20.
How attentive is your spouse
because of your pain?
0
Not at all
attentive

1

2

3

4

5

6
Extreme
change

(significant other)
4

5

to you

6
Extremely
attentive

21.
During the past week how much do you feel that you've been
able to deal with your problems?
0
Not at all

1

2

3

4

5

6
Extremely
well
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22.

How much control do you feel that you have other your pain?

0
No control
at all

1

2

3

4

5

6
A great deal
of control

23.
How much has your pain changed your ability to do household
chores.
0
No change

1

2

3

4

5

6
Extreme
change

24.
During the past week how successful were you in coping with
stressful situations in your life?
0
Not at all
successful

1

2

3

4

5

6
Extremely
successful

25.
How much has your pain interfered with your ability to plan
activities?
0
1
No interference
26.

2

3

4

5

6
Extreme
interference

During the past week how irritable have you been?

0
Not at all
irritable

1

2

3

4

5

6
Extremely
irritable

27.
How much has your pain changed or interfered with your
friendships with people other than your family?
0
No change
28.

1

2

3

4

5

6
Extreme
change

During the past week how tense or anxious have you been?

0
1
Not at all
tense or anxious

2

3

4

5

6
Extremely
tense and
anxious
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Section II
In this section, we are interested in knowing how your spouse
(or significant other) responds to you when he or she knows that
you are in pain.
On the scale listed below each question,
circle a number to indicate how often your spouse (or
significant other) responds to you in that particular way when
you are in pain.
Please answer all of the 14 questions.
If you
do not have a spouse or significant other please answer h ow a
friend, family member, or neighbor responds when you are in
pain.
1.

Ignores me.
0

1

2

3

4

5

6
Ver y often

5

6
Ver y often

Never
2.

Asks me what he/she can do to help.
0

1

2

3

4

Never
3.

Reads to m e .
0

1

6
Ve r y often

2

Never
4.

Gets irritated with m e .
Very often

Never
5.

Takes over m y jobs or duties.
0

1

2

3
V e r y often

Never

6.
Talks to me about something else to take my mind off the
pain.
0

1

2

3

4

5

6
Very often

3

4

5

6
Ve r y often

Never
7.

Gets frustrated with me.
0

Never

1

2
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8.

Tries to get me to rest.
0

1

2

3

4

Never
9.

Very often

Tries to involve me in some activity.
0

1

2

3

4

Never
10.

Very often
Gets angry with me.
0

1

2

3

4

5

Never
11.

Very often
Gets me pain medication.
0

1

2

3

4

5

Never
12.

Very often
Encourages me to work on a hobby.
0

1

2

3

4

5
Very often

Never
13.

Gets me something to eat or drink.
0

1

2

3

4

5
Very often

Never
14.

Turns on the T.V. to take my mind off my pain.
Very often

Never
Section III

Listed below are 19 daily activities.
Please indicate how often
you do each of these by circling a number on the scale listed
below each activity.
Please complete all 18 questions.
1.

Wash d i s h e s .
0

Never

1
Very often
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2.
M o w the lawn
mow) .

(_

Check here if you do not have a lawn to

Never
3.

Very often

Go out to eat.
0

1

2

4

5

6
Ver y often

3

4

5

6
Very often

3

4

5

6
Very often

3

Neve r
4.

Play cards or other games.
0

1

2

Never
5.

Go grocery shopping.
0

1

2

Neve r
6.
Work in the garden
garden).

Check here if you do not have a

(_

Very often

Never
7.

Go to a m o v i e .
0

1

2

3
Very often

Neve r
8.

Visit friends.
0

1

2

3
Very often

Neve r
9.

Help with the house cleaning.
0

1

2

3
Very often

Never
10.
Work on the car
car) .
Never

(_

Check here if you do not have a

V ery often

100
11.

Take a ride in a car or bus.
0

1

2

3

Never

Very often

12. Visit relatives. (___
Check here if you do not have
relatives within 100 m i l e s ) .
0

1

2

3
Very often

Never
13.

Prepare a meal.
0

1

2

5

3

Never
14.

Wash the car (___
0

1

Check here if you do not have a car) .

2

3

4
Very often

Never
15.

Take a trip.
0

1

2

3

4
Very often

Never
16.

Go to a park or beach.
0

1

2

3

4
Very often

Never
17.

Do the laundry.
0

1

2

3

4
Very often

Never
18.

Work on a needed household repair.
0

1

2

3

4
Very often

Never
19.

Engage in sexual activities.
0

Never

6
Very often

1

2

3

4
Very often

APPENDIX E
PAIN CONFIDENCE INVENTORY
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PAIN CONFIDENCE INVENTORY
NAME __________________________________ _DATE _________________________
The following questions are concerned with different ways of
handling chronic pain and how confident you feel about managing
your pain condition.
Read each statement carefully and then
circle a number on the scale that best indicates how m uch you
agree with that s t a t e m e n t .
Statements 1 through 12 concern the management of your pain
prob le m in g e n e r a l . Statements 13 through 20 concern the
management of ver y intense, severe pain episodes only.
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1.

I am confident that doing
regular physical exercise
on my own and keeping
physically active can help
me to manage m y p a i n .

2.

I am confident that I can
manage m y pain without
taking any medications for
m y pain problem.

3.

I am confident that I can
manage m y pain problem
without medical or surgical
treatment.

4.

I am confident that psycho
logical (mental) pain control
techniques can help me to
better manage my p a i n .

5.

I am confident that I can
manage my pain without the
help of d o c t o r s .
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I am confident that keeping
myself busy can help me to
better manage my pain.
7.

8.

9.

10.

I do not need any narcotic
pain medications
(e.g., Codeine) to manage
my p a i n .
I am confident that I can
hold a job in spite of my
pain problem.
I am confident that I can
accept myself and feel good
about myself in spite of
having a chronic pain problem.
I do not believe that physical
therapy modalities
(e.g., ultrasound, traction,
spray and stretch, whirlpool
treatment) can help me to
better manage my pain condition.

11.

I am confident that I can
better manage my pain by
effectively handling
psychological stress and
negative emotions.

12 .

I am confident that I can be
reasonably physically active
in spite of my pain problem.
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13 .

I am confident that I can
manage severe pain episodes
on my own by using self
hypnosis or a relaxation
technique.

0

1

2

3

4

5

14 .

I am confident that I can
manage severe pain episodes
without taking any narcotic
pain m e d i c a t i o n s .

0

1

2

3

4

5

15 .

I am confident that I can
manage severe pain episodes
b y diverting my attention
away from the pain and onto
something else.

0

1

2

3

4

5

16 .

I am confident that I can
manage severe pain episodes
on mv own by using some form
of physical stimulation
(e.g., warm shower or bath,
hot or cold packs, massage,
electrical nerve stimulator).

0

1

2

3

4

5

17 .

I am confident that I can
manage severe pain episodes
without going to a doctor
or emergency room for
immediate help.

18 .

I am confident that I am
able to prevent the
occurrence of most severe
pain episodes on my own.

105

d)

o

P
O'

ro

CO
-H
Q
>i
r-H
O'
C
O
P
P

tn
19.

As long as I avoid overdoing
it physically, I can prevent
the occurrence of most severe
pain episodes.

20.

I am confident that I can
prevent the occurrence of
most severe pain episodes by
managing psychological stress
and avoiding unnecessary
emotional upsets.
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PAIN MANAGEMENT PROGRAM POST-TREATMENT QUESTIONNAIRE
This is a questionnaire to help us improve the Chronic Pain
Management Program.
We would like to know what was helpful to
you as a patient.
The information that you provide will be held
confidential, so please answer the questions to the best of your
knowledge.
We want your honest opinion.
Please score the
activities according to what you think was helpful to yourself,
not what you think may have helped o the rs.
Give each activity a score from 1 to 5 depending on how
helpful it was to you personally:
1
2
3
4
5

=
=
=
=
=

Not helpful at all
Slightly helpful
Moderately helpful
Very helpful
Extremely helpful

ACTIVITY

RATING

Self-management training class
Weekly individual counseling sessions
Corrective therapy

(gym)

Corrective therapy

(pool)

Educational therapy or
vocational rehabilitation therapy
Electrical nerve stimulator

(TENS)

Cognitive therapy class
Group therapy with social worker
Medical coverage
Nursing
Session with Virginia
Physical therapy
Getting to know the other patients
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1.

List anything else you experienced during the program

which you think was helpful to you. ________________________

2.

List those things you experienced which were not helpful

and should be eliminated or changed. __________________________

3.

What would you like to see added to the program?

4.

Which program element was most helpful to you in managing

your pain? ________________________________________________________

5.

How successful do you think you were in learning to manage

your pain?
_____

Not successful at all

_____

Slightly successful

_____

Moderately successful

_____

Very successful

_____

Extremely successful
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